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Anson’s Atlas of Human Anatomy 


This magnificent new atlas is unique in many ways. For instance: Its 1301 illustrations 
are based on original dissections and not merely copied from classical concepts of structure. 
Variations from normai anatomy are presented and the incidence given for each, so that the 
reader may learn to expect variations and understand them when they occur. The illustrations 
themselves (prepared by Mary Dixon, Tom Jones, Willard C. Shepard, Lucille Cassell, Jean Mc- 


Connell, Rosamond Howland) are considered to be the most graphic and useful portrayals of 
human anatomy available anywhere today. 


The presentation is regional. Generally, figures are arranged in serial sets in the order of 
progressively deeper dissections. Medical students, practitioners, surgeons and specialists will find 
this the most useful and usable “anatomy” they have ever encountered. 


By BARRY J. ANSON, Ph.D., Professor of Anatomy, Northwestern University Medical School. 


518 pages, 8’’x101/2"", with 
1301 illustrations, 93 in color. $11.50 


New. 
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Presidents Page 
A REPLY TO MR. EWING 


Autumn is here. Medical societies and organizations which have 
been idle during the vacation months are back in harness and ready 
to work. It is to be hoped that many members who have not been active 


in our various organizations heretofore will now see how necessary it 


is for everyone to carry his part of the load and will do so. Our scien- 
tific efforts and accomplishments are not lacking or lagging. However, 
there is great need of adding strength to strength inside and outside our 
organization. 


This need has been made all the more apparent recently. From 
the Houston Chronicle of September 22, 1950, we learn: 


mhy 


“Opponents to the administration’s public health program 
were called ‘stupid and dangerous’ by Oscar Ewing, federal 
security administrator, in a speech Friday at the American 
Federation of Labor convention here. 

“Moreover, its chief opponent, said Mr. Ewing, is the Amer- 
ican Medical Association, which, he charged, ‘is hiring pro- 
fessional propagandists for large sums in the hope of electing 
reactionary candidates in the November elections.’ ” 


It might be pointed out that in speaking about propaganda and 
funds, Mr. Ewing as usual carefully refrained from any mention of 
the now famous report of the Harness Congressional Committee, which 
investigated expenditures for publicity and propaganda in the federal 
government. Mr. Ewing is well aware of this report, which declared 
that during the fiscal year 1946, the federal government employed 
45,000 paid propagandists and spent $75,000,000 of the taxpayers’ 
money to promote federal schemes of one kind or another. 


Nevertheless, we cannot minimize the significance of Mr. Ewing's 
statement to the American Federation of Labor. All doctors (and all 
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persons interested in good medical care) have long known that social- 
ized medicine is an encroachment upon the constitutional liberties of 
doctors and patients alike. Few of us, however, felt that a high govern- 
ment official would appear before a large group of people, all of whom 
must be treated by doctors sooner or later, and say that such physicians 
are “stupid and dangerous” in a thinly disguised effort to win votes in 
the approaching election. 


Mr. Ewing knows full well that whether we are living under a 
private enterprise system (democracy) or under a government-provided 
medical care system (socialism), the doctor alone can care for the 
public’s ills. What more could a high official say in attempting to 
discredit and insult one of the greatest professions? What more could 
a public official do to disrupt the fine relationship which exists between 
the medical profession and the public—a relationship so necessary to 
obtain the best results in healing? lf one were trying purposely to 
bring distress to the millions of physically and mentally ill of our 
land, what better course could he choose than to attempt to destroy 
the confidence of an ill person in his doctor? 


I am not disposed to think that Mr. Ewing, though clothed with 


the authority of a high federal position, represents the thinking of the 
majority of our representatives in Congress and the true feelings of 
other high government officials. Nor do I think for one moment that 
this slur on our profession will add strength to his untenable position, 
regardless of where or to whom he may speak. It is just another rash 
statement which will be regretted by the majority of the people of the 
United States as an uncalled for and untimely remark. 


Mr. Ewing’s statement, incredible though it be, clearly reveals the 
nature and purpose of the administrator and makes us know we must 
continue our fight with vigilance and diligence. 
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DUES PAYMENT URGED 


The annual call for promptness in the pay- 
ment of dues is now being issued. Dues for the 
year 1951 for membership in the State Medical 
Association and the American Medical Associa- 
tion become due January 1, but to make the 
recording and acknowledgment of payments 
easier for the clerical staff in the central office 
of the State Medical Association, county society 
secretaries are urged to begin the collection of 
dues immediately and to forward state and na- 
tional dues to the State Executive Secretary 
promptly. 

There has been considerable confusion about 
the procedures for payment of A.M.A. dues this 
year, and certain questions about special cate- 
gories of membership in the State Medical Asso- 
ciation, such as honorary membership, arise from 
year to year. In an attempt to clarify some of 
the points which regularly seem to give trouble, 
suggestions for paying dues and rules affecting 
honorary membership are printed in the Organi- 
zation Section of this JOURNAL; county med- 
ical society secretaries in particular are encour- 
aged to check this information. 


6. TROY SHAFER, Harlingen 

7. JAY J JOHNS, Taylor 

8. JAMES H. WOOTEN, JR., Columbus 
9. J. T. BILLUPs, Secy., Houston 

0. L. C. POWELL, Beaumont 


Austin, Texas, October, 1950 


E. WILLINGHAM, Tyler 
WILSON DAVID, Corsicana 
G. BAKER, Chmn., —_ Worth 
RANK SELECMAN, Dali 

D. NICHOLS, aco 
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13. R. 
14. FR 
15. Joe 
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Although this plea is for the prompt payment 
of dues for 1951, it is still not too late to pay 
state and national dues for 1950. Continuous 
membership is valuable proof of the desire of 
any member to give regular support to his pro- 
fessional organizations. Furthermore, it should 
not be forgotten that representation of the State 
Medical Association in the House of Delegates 
of the American Medical Association, as well as 
of county societies in the House of Delegates 
of the State Medical Association, is based on 
membership. The voice of Texas in the affairs of 
the medical profession on the national level can 
be weakened considerably if physicians of this 
state fail to retain their membership in the 
A.M.A. 

Perhaps at no time in the history of the med- 
ical. profession has it been more important for 
physicians to show a united front. Alignment 
with the recognized medical organizations of 
the state and the nation is a privilege as well 
as a responsibility for thinking physicians, and 
such alignment is impossible without payment 


of dues to carry on the activities of those or- 
ganizations. 
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AUXILIARIES NEED MEDICAL SOCIETY 
ENCOURAGEMENT 

Much in praise of the Woman’s Auxiliary to 
the State Medical Association and its construc- 
tive program for the advancement of the objec- 
tives of the medical profession already has been 
said and written. Furthermore, the report of the 
annual fall meeting of the Executive Board of 
that organization, published in the Auxiliary 
Section of this JOURNAL, gives evidence that 
the leaders of the Auxiliary are busy making 
this a year of still greater achievement. Despite 
the excellent leadership which the women have 
among their own members, however, physicians 
must remember that the Auxiliary is an adjunct 
of the State Medical Association, dependent in 
large measure upon the advice and approval of 
Association members for the continuation of its 
program. 

The constitution of the Woman’s Auxiliary 
provides that it shall be under the control of 
the Association, and an advisory council from 
the Association has been named annually for 
many years. At present Dr. George A. Schene- 
werk, Dallas, is chairman of the committee 
charged with this responsibility. Likewise, wom- 
an’s auxiliaries on the county level are urged to 
clear their programs with appropriate members 
of the county medical societies, and no auxiliary 
is organized without the approval of the medical 
society which has jurisdiction over the area. 

In certain counties the relationship between 
medical society and auxiliary is mutually help- 
ful and enthusiastic, and the two groups move 
forward as one, each concentrating on the ac- 
tivities for which it is best suited. Reports 
from other areas indicate that medical societies 
are slow to designate advisory groups to whom 
the auxiliary may appeal for help and sanction, 
and in such situations the auxiliary is handi- 
capped in its endeavors to carry out the projects 
suggested by the state and national women’s 
groups and by the State and American Medical 
Associations as well. 

It is the responsibility of each county medical 









society to encourage women eligible for mem 
bership in the auxiliary to join in the organiza- 
tion and also to furnish able and willing ad. 
visers who can assist the women in furthering 
the causes which are of importance to the med- 
ical profession and to the community at large. 


SOUTHERN MEDICAL ASSOCIATION 
AND TEXAS 


The relationship between the State Medical 
Association of Texas and the Southern Medical 
Association has long been friendly and coopera- 
tive. This year as the regional organization holds 
its annual session November 13-16 in St. Louis, 
the bond between Texas and the Southern Med- 
ical Association is pointed up stronger than 
ever. Dr. Curtice Rosser, Dallas proctologist, 
will be installed as president of the Association, 
and Mrs. L. S. Thompson, also of Dallas, will 
assume the presidency of the Woman’s Auxil- 
iary. During the coming year, therefore, Texans 
will be at the helm of the southern organization, 
and it is proper to assume that other Texans 
will be called upon to assist in the activation of 
the scientific and educational program for which 
the Southern Medical Association stands. Fur- 
thermore, the 1951 session of the organization 
will be held in Dallas and thus will be readily 
accessible to Texans who wish to attend. 

The Southern Medical Association has a rep- 
utation for fostering personal friendships among 
physicians of the region and among their wives. 
It offers an annual scientific program of high 
caliber and publishes a monthly periodical of 
excellent standard, the Southern Medical Jour- 
nal. These advantages of membership may be 
had for $8 dues per year, and it is the hope of 
Dr. Milford O. Rouse, Dallas, councilor of the 
Southern Medical Association for Texas, and 
Mrs. Fred W. Horn, Dallas, councilor of the 
Auxiliary for Texas, that the present member- 
ship of approximately 750 Texans may be in- 
creased two-fold by mid 1951. Whether or not a 
physician is a member of the Southern Medical 
Association, however. he will be welcome at 
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the scientific sessions of the St. Louis meeting, 
additional details of which are published in the 
News Section of this JOURNAL. 


Certainly the Southern Medical Association 
always is worthy of support, but now appears 
to be a particularly appropriate time for Texans 
to affiliate with the organization and thus do 
honor to Dr. Rosser and Mrs. Thompson, both 
of whom have served their Texas organizations 
with distinction. 


DIABETES DETECTION EMPHASIZED 


For the third consecutive year, the American 
Diabetes Association is sponsoring a Diabetes 
Week, November 12-18, during which the im- 
portance of discovering cases of diabetes, of 
adequate treatment, and of dissemination of in- 
formation about the disease will be emphasized. 
The drive, which continues throughout the year 
but which is given greatest publicity in this one- 
week period, is largely under the direction of 
doctors of medicine and has the approval of the 
American Medical Association. 

In 1900, diabetes ranked twenty-seventh 
among the causes of death in the United States. 
By 1945 it had come to be eighth among dis- 
eases as a cause of death. Surveys in this country 
indicate that at least a million persons are under 
treatment for diabetes, another million who are 
unknown to have diabetes suffer from the dis- 
order, and an additional two million are likely 
to develop the condition. The problem is great, 
but it is simplified by the fact that few chronic 
diseases are as easily detected as diabetes and 
that once detected, most cases of diabetes can 
be controlled to allow the patient to lead an 
almost normal life. 


County medical societies throughout the na- 


Pillow Radio Sets for Patients 
A pillow radio set about the size of a small plastic portable 
radio will be one of the new items of equipment for the new 
Gregg Memorial Hospital, Longview, which is scheduled to 
open late this year. 


As described in the Longview Lens, the set clamps to the 


OCTOBER 1950 


733 


tion have been urged by the American Diabetes 
Association to organize communitywide detec- 
tion drives, taking advantage of recently ap- 
proved methods of self-testing for fast and inex- 
pensive screening with final check by members 
of the medical profession in doubtful instances. 
Whether or not a detection campaign is organ- 
ized in the area, November 12-18 can be utilized 
as a period of education for physician, patient, 
and community to the end that diabetes and the 
complications which frequently accompany it 
can be prevented and controlled. 


DRAFT REGISTRATION DATE SET 


As this JOURNAL went to press, President 
Harry Truman designated October 16 as the 
date for the first registration of doctors and 
dentists affected by the recently enacted legisla- 
tion providing for drafting medical personnel 
into military service. Doctors and dentists less 
than 50 years of age who were trained at gov- 
ernment expense and who have served less than 
twenty-one months in the military forces were 
expected to register October 16. 

Doctors and dentists who receive their de- 
grees after October 16 are supposed to register 
the day on which they are graduated or within 
five days thereafter. All other physicians and 
dentists less than 50 years of age, whether vet- 
erans or not, except those who are in reserve 
services and already subject to military orders, 
will be called upon to register at a date prior 
to January 16 to be set by Selective Service 
Director Lewis B. Hershey. 

It has been announced that physicians called 
into the military forces under the draft law will 
be required to serve no longer than twenty-one 
months. 


head of the hospital bed, and a speaker about 4 inches in 
diameter is slipped under the patient's pillow. An upside 
down dial enables a patient lying on his back to operate the 
set without moving from his pillow. The sets, which are coin 
operated, are expected to pay for themselves. A dime provides 
an hour of listening. If turned off, the remainder of the 
hour is still available when the set is turned on again. Up 
to five dimes may be inserted at once. 





SOME ADVANCES IN OBSTETRICS IN THE PAST DECADE 


ALLEN T. STEWART, 


F EW new techniques in delivery have 
been added for many years; management of both 
normal and abnormal presentations has been fairly 
well standardized. Of course, this is due to the fact 
that the mechanism of delivery must follow certain 
laws of the action of forces according to the science 
of physics. However, in many other respects within 
the past decade marked advances and innovations have 
been made in the field of obstetrics. It will perhaps be 


beneficial to review some of these and to evaluate 
them: 


PRENATAL PERIOD 


Diagnosis —The Aschheim-Zondek and Friedman 
tests for pregnancy are accurate and reliable, but 
rather intricate and expensive. Lately, the action of 
pregnancy urine upon the American frog Rana pipiens 
has proved accurate and rapid, and the test has one 
advantage, economy. Another important advantage is 
that the animal is not sacrificed, but can be used again 
and again. Cost of maintenance of the laboratory 
animal is inconsequential. 

Prolongation of the postovulatory phase of basal 
body temperature beyond fourteen days suggests preg- 
nancy. Guterman has claimed that estimation of preg- 
nandiol in amounts as much as .4 mg. in 100 cc. of 
urine is diagnostic and correct in 92 per cent of cases. 
Prostigmine has been found to induce the flow of 
blood from the vagina in nonpregnant women and not 
in pregnant women. Schwartz of Chattanooga has rec- 
ommended injections of estrogen-progestrone for three 
successive days. After such injections pregnant women 
will not bleed; nonpregnant women will develop with- 
drawal bleeding in one week. 

Nausea and Emesis——While usually not of serious 
importance, nausea is always a constant and real com- 
plaint that consumes much of the obstetrician’s time. 
The multiplicity of remedies and methods recom- 
mended is evidence that no predominantly successful 
treatment has been found. Encouraging reports have 
come lately from using a combination of calcium 
pantothenate (vitamin B,) and adrenal cortex extract. 
Dorsey found two injections at twenty-four hour in- 
tervals of 25 mg. of vitamin Bg and .5 cc. of adrenal 
cortex extract successful in 95 per cent of his cases. 
Such a simple treatment deserves a trial. 

The anti-seasickness drug Dramamine has been used 


Read before the Section on General Practice, State Medical Associa- 
tion of Texas, Annual Session, Fort Worth, May 3, 1950. 


M.D., Lubbock, Texas 


with success by some, but it produces drowsiness to a 
troublesome degree. Finch has claimed noteworthy 
success in nausea caused by stilbestrol and in preg- 
nancy by the use of antihistamines. 

Dietary Faciors—For many years obesity has been 
considered an undesirable factor in pregnancy. The 
preponderance of evidence points to the fact that the 
percentage of toxemias is noticeably increased in those 
who gain weight rapidly in pregnancy. In spite of 
these facts there are those today, notably King of 
Cincinnati, who advocate free feeding and no re- 
straints on diet, claiming that the incidence of diffi- 
cult labor and toxemia is not increased. In opposition 
to this point of view, Luikart has insisted that a high 
protein diet, with special reference to necessary min- 
erals, will control weight and practically eliminate 
toxemia. His figures are convincing and at present the 
nod must be given to careful dietary regimen as an 
aid to easy delivery and elimination of toxemia. 

Rh Factor—The presence of a factor in some 
mothers’ blood which causes erythroblastosis in the 
baby was one of the greatest discoveries of the past 
decade. This so-called Rh factor, besides explaining a 
hitherto unexplained pathologic entity, also threw 
light on the cause of many serious post-transfusion re- 
actions. The routine testing of donor and recipient 
for the Rh factor is now regular laboratory procedure 
and has made transfusion much safer and more ex- 
tensively used. However, Edith Potter has contended 
that previous maternal history is of more value in 
prognosticating the fate of an infant born to an im- 
munized Rh-negative woman than changes in maternal 
antibody titer or differences in the variety of anti- 
bodies present. She reported that 44 erythroblastotic 
infants were delivered in 1946 and 1947 at the Chi- 
cago Lying-In Hospital. “In no instance did a live 
born infant die whose birth had not been preceded by 
that of an infant with erythroblastosis. In only two 
instances did an infant survive whose birth had been 
preceded by that of an infant with this disease.” 

Abortion in early pregnancy is still a too frequent 
denouement. This frequently is a problem because 
every obstetrician is confronted with women who 
anxiously desire children but who habitually have 
abortions. The work of Vaux, Smith and Smith, and 
O. Watkins Smith indicate that habitual abortion 
occurs because of a deficiency of progesterone. They 
have reduced the incidence of abortion by the use of 
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OBSTETRIC ADVANCES—Stewart—continued 


injections of progesterone, of estrogen and proges- 
terone, of estrogen alone, or of diethylstilbestrol, a 
synthetic estrogen. Smith and Smith have expressed 
the belief that estrogen or diethylstilbestrol alone can 
be used and that these substances promote an increased 
elaboration of progestin. O. Watkins Smith, using 
diethylstilbestrol alone, carried 83 per cent of his 
threatened abortion cases to twenty-eight weeks of 
gestation and 78 per cent of the women had living 
and well babies. In 127 patients who had from 2 to 5 
consecutive abortions prior to the pregnancy in which 
diethylstilbestrol was used, the fetal salvage averaged 
77 per cent. The highest spontaneous cure rate re- 
ported in the literature previously was 50 per cent. 
White, working with diabetic mothers and diethylstil- 
bestrol, has been able to carry the patients through 
pregnancy and get live babies in a far better per- 
centage than any previous worker. There are those 
who dispute these claims. Some even assert that 
estrogen and diethylstilbestrol inhibit the formation 
of progestin. 

Javert of Cornell has treated his patients with spe- 
cial instructions concerning nutrition and diet, vita- 
mins C and K and minerals, psychotherapy, thyroid in 
case of low basal metabolic rates, and the interdiction 
of coitus during the entire pregnancy. He has shown 
results comparable to those of O. Watkins Smith. 
Delfs and Jones and Eastman have followed similar 
lines except that they use thyroid in nearly all cases, 
insisting that this hormone alone will promote elab- 
oration of sufficient progestin to insure retention of 
the embryo. These workers doubt the efficacy of stil- 
bestrol and estrogens in the treatment of abortion. 
Until they can cite results in a large series comparable 
to those of Smith and White, however, the balance of 
the evidence seems to point to the value of stilbestrol 
and estrogen in carrying the pregnant woman who 
chronically aborts through to a successful termination. 


ANALGESIA AND ANESTHESIA 


Since early history women have sought relief from 
pain in childbirth. Much of the history of obstetrics 
has been made around the effort to discover a satis- 
factory drug or method of pain relief without detri- 
ment to the fetus. Such effort postulates the fact that 
pain in labor does exist. Lately, Read of England has 
advanced the thesis that the pain is from fear of the 
unknown, that by proper preparation of the patient's 
mental outlook there need be little or no pain. He 
has been contradicted by 196 women doctors in Eng- 
land who have had children. These women insisted 
that there is actually severe pain and that relief is 
necessary. Read also has contended that such a natural 
process as labor should not necessarily be attended by 
pain. I do not concede the logic that because some- 
thing is natural, it is therefore painless. He further 
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has contended that primitive mothers experienced no 
pain and that painful labor is the result of the weaken- 
ing influences of civilization. However, according to 
Reid and Cohen of Boston Lying-In Hospital, the only 
documented investigation of primitive people in labor 
(Pima and Apache Indians) was made by anthropolo- 
gist Ales Hrdlicka, also a physician, who concluded 
“the healthy Indian woman suffers...quite as much 
and as long as does the normal white woman.” Other 
investigation cited by Reid and Cohen showed that 
Navajo mothers “do not return to their household 
duties for about a week after an uncomplicated de- 
livery.” 

Analgesic Drugs—Since few women, and fewer 
doctors, will follow Read, it still behooves us to con- 
sider the problem of analgesia in labor. No ideal drug 
or method for obstetric analgesia has yet been found 
because none has met all the requirements: (1) free- 
dom from deleterious effects upon fetus or mother 
and (2) absence of prolonging labor. The opiates 
were first used and had many good qualities. Relief 
was prompt and lasting, and dilatation of the cervix 
was accelerated. but there was respiratory depression 
in the baby. This objection was never satisfactorily 
met. Next, the various barbiturates were used by 
mouth, by rectum, and sometimes intravenously. Re- 
sults were similar to those with morphine except to a 
less degree. Analgesia was good, and usually if inhala- 
tion anesthesia did not supplement the analgesia, the 
respiratory depression in the baby was minimal. 
Demerol or Demerol with scopolamine has been pop- 
ular in the last few years. These drugs may be given 
intramuscularly or intravenously. The scopolamine is 
used for its amnesic effect. Demerol has marked seda- 
tive effects and like morphine seems to accelerate the 
dilatation of the cervix. The latest drug to come to our 
attention is Nisentil, or Nu 1196. It is prompt in 
action, rapidly eliminated, of low toxicity, and in addi- 
tion to analgesic effects has desirable amnesic effects. 


Caudal and Spinal Anesthesia—Marked advances 
have been made in obstetric anesthesia. The trend has 
been away from inhalation anesthesia. During the war 
Hingson advocated continuous caudal anesthesia. An- 
esthesia by this route had been started years before 
but had been limited to rectal and prostatic surgery. 
Hingson elaborated a continuous caudal anesthesia to 
be kept in operation throughout the entire second 
stage of labor. Since this method required constant 
attendance of the physician, it was unfortunate that it 
appeared during the war at a time when there was 
already a shortage of doctors. Consequently for several 
years this type of anesthesia could be employed only 
in larger hospitals where a competent anesthesiologist 
was available. Its result was complete anesthesia of 
the pelvis and pudendum with complete consciousness 
and cooperation of the patient on pains. The dangers 
of inhalation anesthesia were obviated. Also, it was 
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ideal for premature cases in which many types of 
anesthetics are harmful to the fetus. Masters reported 
among 101 premature cases with caudal anesthesia a 
neonatal mortality of 3.96 per cent; among 225 cases 
in a noncaudal anesthesia group the percentage was 
8.88 per cent. Its value in cases of eclampsia will be 
mentioned later. 

The chief dangers are a sudden drop in blood pres- 
sure and possible entrance of the anesthetic into the 
spinal canal, and the possibility of death from respira- 
tory paralysis from the anesthetic is much stronger in 
caudal than in spinal anesthesia. There is, of course, 
the rather remote danger of infection, just as there is 
in spinal anesthesia. It is a highly technical operation 
and in the best of hands the failures average about 
10 per cent. Continuous caudal anesthesia as such 
seems to be on the way out, yielding its place to a 
single injection caudally, chiefly with Pontocaine as 
the agent. Relief from pain occurs in from one to 
five minutes and lasts from two to five hours. Craw- 
ford and Chester of Fort Ord, Calif., have reported 200 
cases with excellent results. 


Spinal anesthesia has become popular in obstetrics. 
This has been perfected and improved in the so-called 
saddle block or minimal anesthesia. Results have been 
good in reports from all over the country. It is ap- 
plicable in all obstetric cases except where toxemia, 
shock, or the dread of consciousness during the 
termination of labor exist. Doses of the anesthetic 
agent, usually some derivative of procaine, can be 
small, about 15 mg. or even less. If necessary, they can 
be repeated. It seems to be the answer in cases of 
prematurity, because there is no deleterious effect 
whatever upon the fetus. Two drawbacks are the 
danger of sudden fall in blood pressure and the occur- 
rence of post-anesthetic headache, a complication that 
frequently is znnoying and disturbing and not with- 
out psychologic trauma. The most effective treatment 
yet suggested for such headache has been employ- 
ment of abdominal sand bags and tight abdominal 
binders, according to Weintraub. He argues that this 
prevents splanchnic dilatation and cerebral anemia 
and should be used for several days. There is only one 
place in which spinal anesthesia falls short. That is 
the case in which podalic version is used. Since neither 
caudal nor spinal anesthesia affects the rhythmic 
uterine contractions, and since the uterine muscle 
must be relaxed by deep surgical anesthesia in order 
for a successful version to be done, other inhalation 
or intravenous anesthetics must be employed. 


Caudal and spinal anesthesia, of course, are contra- 
indicated in cases of skin infection at the site of punc- 
ture, in deformities of the spinal column, or in ap- 
prehensive patients who have a phobia of “spinals.” 
Spinal or saddle block anesthesia should not be em- 








ployed in toxic cases in which there is an extremely 
labile circulatory apparatus and in cases of shock or 
hemorrhage. In passing, it must be remembered that 
Adriani has reported in his review 14 deaths from 
spinal anesthesia in 12,500 cases. 

Paravertebral and Pudendal Block.—The latest ad- 
dition to conduction anesthesia has been paravertebral 
block. In this case, neither the spinal nor caudal canal 
but only the peridural space is entered. In skilled 
hands, adequate anesthesia is obtained. Cleland has 
gone so far us to develop a combined caudal-para- 
sympathetic block using his so-called two catheter 
technique. He has provoked the comment of East- 
man, “A specialist is one who takes an easy subject 
and makes it difficult.” It must be remembered also 
that parasympathetic block also impairs the uterine 
contractions, in this respect differing from caudal and 
spinal anesthesia. 

Taylor of Denver has reported the use of pudendal 
block in vaginal delivery. He considers it the anes- 
thetic of choice and the safest. However, in 479 cases 
he has reported success in only 56 per cent of cases. 
The general efficiency index for multiparas was only 
45 per cent, whereas in primiparas it was 74 per 
cent. 

Intravenous anesthesia is becoming more popular. 
The agent most used is Pentothal Sodium. Dippel and 
associates at Houston are using it with good results 
in vaginal deliveries, declaring that the effects upon 
the fetus are negligible. Eastman has reported satis- 
factory results in 5,000 cases. Gustafson of Indianap- 
olis uses it as the anesthetic of choice in cesarean sec- 
tions but has warned against its use in shock, toxemia, 
hemorrhage, and prematurity. Another vehicle, of 
which more will be heard, is intravenous procaine. To 
date, there are no reports of a sufficient number of 
cases to draw any valid conclusions. 

Curare-—Another adjuvant in obstetric anesthesia 
is curare. Already popular in surgical anesthesia, it 
has been used with good results in cesarean sections 
by Whitacre. In a recent report by Katzman and 
Dodek of Washington, the chief result with the use 
of curare in 106 cases of vaginal deliveries was marked 
relaxation of the perineum. In the cases of episiot- 
omies, two-thirds of the episiotomies done were shal- 
low, not involving the transverse perineal muscles. 


COMPLICATIONS OF LATE 
PREGNANCY AND LABOR 
Hemorrhage—tThe prevention of hemorrhage has 
been enhanced somewhat by the use of vitamin K in 
the prenatal period. The greatest advantage in the 
past few years, following knowledge of the Rh factor, 
has been the rapid increase in the almost universal 
use of blood transfusions. No longer an involved sur- 
gical procedure, it is a lifesaving act in many instances 


and in far more a great preventive of morbidity and 
slow convalescence. 
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Sepsis, like hemorrhage, does not carry the same 
threat as heretofore. With the advent of the sul- 
fonamides and the antibiotics, the dread of puerperal 
septicemia no longer haunts the obstetrician. In in- 
fected cases which formerly required section, the time- 
consuming extraperitoneal approach was employed 
even in cases in which the time was of the essence in 
insuring a live mother. Now these operations are not 
so frequent because surgeons enter the abdominal 
cavity almost with impunity because of preoperative 


and postoperative use of these wonderful additions to 
our armamentarium. 


Thrombosis and Embolism.—Remarkable results 
have been achieved in the past few years in the treat- 
ment of thrombophlebitis and phlebothrombosis and 
the prevention of embolism. The New Orleans group 
have been pioneers in the field of surgical attack. 
High ligation of veins in cases of clot is done early; 
the femorals, the common iliac veins, even the in- 
ferior vena cava have been ligated. The New Orleans 
work has been challenged by Riis of Chicago, who has 
stated that it is not justified. The Michael Reese 
group has reported pulmonary embolism in .05 per 
cent of fatal cases. Mengert has claimed fatal pul- 
monary embolism in only 1 in 7,000 cases. Riis has 
insisted that the 12 per cent mortality reported by 
the New Orleans group is proof that this formidable 
operation is not justified. 

The medical treatment of venous clot is carried out 
through the intravenous use of heparin or the oral 
administration of dicumarol, both anticoagulant prep- 
arations. These are two-edged swords because over- 
dosage is conducive of hemorrhage. It is pointed out, 
furthermore, that laboratory investigation in animals 
shows that dicumarol is almost constantly lethal to 
the fetus in utero. 

A new pathologic entity is the concept of pulmon- 
ary embolism from the particulate matter of the 
amniotic fluid. Autopsy reports in a few cases of 
women dying suddenly in labor have shown squamous 
cell epithelium in the pulmonary vessels, in some 
cases bile, and most convincing of all, lanugo hair in 
1 case. This concept is one of the few really new ideas 
advanced in recent years and throws some light on 


some cases of sudden death in labor hitherto unex- 
plained. 


Eclampsia.-—The etiology of eclampsia is still un- 
known. Theories are multiple. It is definitely known 
that the placenta in toxemia elaborates a pressor sub- 
stance which causes vasoconstriction and hypertension. 
Johnson has insisted that the erect habitus of the 
human female causes undue pressure upon the pla- 
centa, frequently resulting in trauma and hemorrhage 
in placental cells and formation of a tissue toxin, that 
is, the pressor substance. This is a theory that is 
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intriguing in many ways, but so far no such placental 
toxin or pressor substance has ever been isolated in 
the blood of eclamptic patients. 

Since toxemia is characterized by vasospasm or 
angiospasm caused by an unknown substance, the 
treatment of eclampsia is empirical and symptomatic. 
Most efforts are aimed at control of the hyperten- 
sion and promotion of elimination. Little that is new 
has been added in the past quarter century. Years ago, 
Strogonaff in St. Petersburg, Russia, used morphine 
in doses strong enough to control the convulsions, even 
if the respiration slowed to 6 per minute. His per- 
centage of success has not been duplicated elsewhere 
in the world. Tor years, veratrum viride was used be- 
cause it was effective in lowering blood pressure. It 
fell into disuse, yielding place to choral, Veronal, and 
magnesium sulfate and, later, the barbiturates. More 
recently the use of veratrum viride has been revived 
and uniformly good results have been reported by 
the Cincinnati group. It has also become popular in 
treating essential hypertension. It has one drawback in 
that it uniformly suppresses’ free urinary excretion, 
which is a sine qua non in toxic cases. 

Mengert has insisted that many cases of eclampsia 
are overtreated, especially with intravenous clysis, 
which causes pulmonary edema. He has declared that 
control of the angiospasm with sedatives, principally 
morphine, is the prime object of treatment, and that 
once vasospasm is controlled the circulation of the 
kidney will improve and urinary excretion rise as a 
natural result. 

Following the same line of attack, Hingson has ob- 
tained dramatic results in controlling angiospasm by 
employing continuous caudal and parasympathetic 
block. Seventy-four women were delivered of 76 
babies, 62 of whom survived. There were 3 maternal 
deaths. Two c‘ these were due to intraventricular hem- 
orrhage, 1 eighteen hours after medication was stopped 
and the other nineteen days afterward. His regimen 
is 100 per cent oxygen, conduction anesthesia, and 
sedatives. One case was carried for sixty hours with 
continuous caudal anesthesia. The great question is, 
how long can a catheter be kept in situ without danger 
of infection? 


PUERPERIUM 


In the past decade, or rather half decade, early post- 
partum ambulation has become more or less a matter 
of course. Subjectively the patients feel better, and 
there is less of the postpartum depression formerly so 
common. Morale in general is much improved. There 
is frequently a friendly rivalry among patients to see 
who shall get cut of bed first. It is claimed that there 
is less incidence of phlebitis and phlebothrombosis 
in early ambulation cases. This statement is chal- 
lenged by many. Judd of the Mayo Clinic, a proponent 
of early ambulation, has admitted that in his cases 
there has been no difference in the percentage of 
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venous complications in the bed rest cases and the 
early ambulaticn cases. Interesting research by Wright 
of London, using intravenous radioactive sodium, has 
shown that within a few minutes after delivery the 
dynamics of the femoral circulation have returned to 
normal and that venous stagnation is not a normal 
accompaniment of the puerperium. The main factors 
of venous thrombosis in the puerperium, according to 
Eastman, must be otherwise, namely, trauma and in- 
fection plus the high blood fibrinogen levels so char- 
acteristic of the puerperium. Falls has insisted that 
the results of early ambulation may be deceptive; that 
the end results cannot be estimated until ten or fifteen 
years later, and he fears a high incidence of retro- 
version and prolapse. Some patients suspect they are 
being pushed out of bed earlier to shorten the hospital 
stay and increase the hospital turnover. As a result, 
there has been some patient opposition. 

Another innovation in the puerperium has been the 
so-called rooming-in practice, one in which mother 
and baby are kept in the same room. Results have 
been uniformly good. Nursing help has been reduced 
because mothers care for their own babies, and there 
has been an increase in breast nursing. A surprising 
fact is that there has been no increase in infections 
among the newborn infants. Psychiatrists are united 
in approving of the practice, saying it improves mo- 
rale among mothers and is a great boon to the baby, 
which needs mother care from the moment of birth 
in order to avoid serious psychic traumas incident to 
separation from the mother for days or weeks. The 
only serious objection to this procedure is the evident 
fact that it entails more room space in the already 
overtaxed hospitals. Use of a nursery is a practical and 
economical method of caring for a large number of 
babies with a minimum of space and personnel. 


SUMMARY 


Some of the advances in the field of obstetrics 
which have occurred in the past ten years are re- 
viewed. Tests for pregnancy, the control of nausea 
during pregnancy, current trends in dietary control 
during pregnancy, the place of the Rh factor, and 
abortion are mentioned. The drugs and techniques for 
satisfactory analgesia and anesthesia during labor are 
described. The complications of hemorrhage, sepsis, 
thrombosis and embolism, and eclampsia are dis- 
cussed. The advantages of early postpartum ambula- 
tion and the rooming-in practice are outlined. Special 
mention is made of a new pathologic entity, the con- 
cept of pulmonary embolism from the particulate 
matter of the amniotic fluid. 
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ABSTRACT OF DISCUSSION 


Dr. ANDREW S. TOMB, Victoria: Dr. Stewart’s resume of 
obstetric advances is certainly of value to the general prac- 
titioner. A doctor is judged by the quality of his obstetrics 
possibly more than any other type of service rendered. In this 
day, when the popular magazines devote much space to 
medical affairs and often prematurely announce revolutionary 
procedures, the physician must keep alert and informed to 
answer his patients’ questions. 

I wish to emphasize the many hidden advantages to the 
doctor and the patient of periodic prenatal examinations. 
Where the patient applies early for routine care, the phy- 
sician has months to survey his patient and the patient to 
survey her doctor. If this time is used only to take the blood 
pressure and tes: the urine, a great opportunity to establish 
a friendly rapport is lost. If handled right, the prenatal 
visits can often instill into the patient such a feeling of 
confidence that it will make her task easier and spread to 
other members of the family and her friends. 

Vomiting of pregnancy is an age old problem. It is urgent 
that the fluid level be kept up by whatever means are neces- 
sary. Disturbances of the fluid level must be watched for 
closely because there is a tendency on the part of these pa- 
tients to be erratic in recounting the amount of vomiting. The 
physician must be prepared to discount the history and be 
guided by the actual degree of fluid loss. 

I am enthusiastic over the use of saddle block or minimum 
spinal anesthesia and use it routinely in most cases. One im- 
portant factor in the so-called saddle block is its terminology. 
In many sections there is a basic taboo against the term 
spinal anesthetic. In many cases I have had a saddle block 
accepted and appreciated by a patient and her family, whereas 
if a spinal were even mentioned, there would be a cry of 
alarm. Even in cases seen late in labor, I believe it is ad- 
vantageous to administer saddle block anesthesia. Even when 
there is just-time to give it prior to delivery, I think that it 
is worth while. 
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OBSERVATIONS ON PATHOLOGY OF SPONTA- 
NEOUS ABORTION 


Preliminary Report of 500 Cases 


CARL T. JAVERT, M.D., 
New York, 


V arious articles on the pathology 
of spontaneous abortion deal with selected material 
rather than with a consecutive series of cases so that 
the physician is not always able to correlate this in- 
formation with actual clinical experience. Textbooks 
devoted to obstetrics and gynecology do not discuss 
the clinical and pathologic aspects completely, nor do 
special monographs.'® 1° Some authors® 1° have studied 
a large number of pathologic fetuses which have been 
sent to them because of their intrinsic interest so that 
data on the uterus, decidua, placenta, and cord are in- 
complete. The lack of knowledge regarding the de- 
cidua has been regretted by some,’ while many pa- 
thologists consider decidual hemorrhage to be the 
result of the abortion and not a cause. There has been 
only an occasional reference*: 1° to placenta previa as a 
factor in spontaneous abortion. Finally, some have 
included in their abortion material certain specimens 
of ectopic pregnancy! and fetuses beyond a duration 
of pregnancy of twenty-eight weeks. Accordingly, the 
need for a comprehensive clinical and pathologic 
analysis of consecutive cases was evident. Certain sig- 
nificant observations have been made which justify 
this preliminary report, even though the contemplated 
study of 1,000 cases has not been completed. 


DEFINITION OF ABORTION 


A rigid classification of spontaneous abortion had 
been previously developed® using weight and the 
duration of pregnancy as the major criteria. Most text- 
books employ a definition of an abortion or miscar- 
riage using a period of gestation up to approximately 
twenty-eight weeks. In this study a fetus weighing 
500 Gm. or less was considered an abortion.® This 
weight corresponds approximately to twenty-two 
weeks’ gestation. No infant below this weight has 
been known to survive, whereas some infants weigh- 
ing between 500 and 1,000 Gm. at birth® have lived. 


INCIDENCE 


During the period covered by the present study 
(June 1, 1947, to July, 1949), 8,900 obstetrical pa- 
tients terminated their pregnancy and the total num- 
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ber of spontaneous abortions was 704, or 7.9 per cent. 
This represents a fetal loss four times greater than 
the premature and full term infantile mortality rate. 
Of the 704 patients with abortion, 500 had tissue 
examinations; the latter group forms the basis for the 
analysis. The discrepancy in numbers is due in part 
to the fact that in 135 patients the abortion was either 
complete and no specimen was available or some 
question as to an induced procedure led to their ex- 
clusion. Therapeutic abortions also were omitted. 


CLINICAL CLASSIFICATION 


The 500 patients often had more than one clinical 
diagnosis on admission and during hospitalization, for 


eek 


Fic. 1. A photograph showing the specimen of a ‘‘missed abortion.” 
Fetal malformation was due to anencephaly. The placenta revealed 
extensive fibrosis and no decidual hemorrhage. 


example: habitual, missed, threatened, inevitable, com- 
plete, and incomplete abortion. As a result a total of 
753 diagnoses were obtained; they are classified in 
table 1. Thirty per cent had a threatened abortion 
which went to completion, which is the expected num- 


TABLE 1.—Classification of Spontaneous Abortion in 500 Patients. 


Inevitable 
Missed 
Habitual 
Primary 
Secondary 
Incomplete 
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ber;?° the rest usually go to term. Many of the patients 
with inevitable abortion had either placenta previa or 
premature separation of the placenta. The missed 
abortions were of considerable interest, since they 
were often associated with intrauterine death of the 
fetus leading to maceration, occasionally because of 


* Fic. 2a. A-photograph of the specimen of a ‘‘threatened abortion.” 
Note the area of decidual hemorrhage and premature separation of 
the placenta at DH in the decidua basalis (DB). The placenta is shown 
at P. Blood from behind the membranes (M) passed through the 
e cervix (C) so that the patient had bled just prior to operation. The 
plasma vitamin C level was 0.11 mg. per 100 cc. of plasma. 

b. A microphotograph of a degenerated embryo (E) associated with 
extensive decidual hemorrhage (DH). 

c. A microphotograph of a pathologic ovum associated with excre- 
sive decidual hemorrhage. 


congenital malformations or coarctation of the cord. 
They seldom had evidence of decidual hemorrhage, as 
shown in figures 1 and 5. 


CLINICAL FACTORS 


Age.—tThe range was from 16 to 53 years, with a 
mean of 29 years. More than half the abortions oc- 
curred between the ages of 25 and 35, which repre- 
sents the peak childbearing years. 


d. A microphotograph under higher power magnification of the 
area designated in c revealing a degenerated ovum. 

e. A photograph of an empty fetal sac originally filled with coagu- 
lum presumably the result of fetal degeneration. Note the old and 
more recent decidual hemorrhages (DH) and the placental hemorrhage 
(PH). 

f. A microphotograph of decidual cells containing hemosiderin pig- 
ment which are often seen in abortion specimens with old areas of 
decidual hemorrhage. 
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Serology.—Serologic tests for syphilis were recorded 
in 395 patients in whom 8, or 2 per cent, were posi- 
tive. 

The Rh facior was studied with interest regarding 
a possible role of the Rh factor in the etiology of 
abortion. Of 325 patients studied 53, or 17 per cent, 
were Rh negative, which is the expected range. 

The various blood groups A, B, AB, and O were 
also studied and had no significant variation from 
the usual incidence. 


Diet—A careful dietary history was obtained from 
80 patients of whom 60 were considered to have diets 
unsatisfactory in the following respects: they were 
high in carbohydrate and low in proteins, citrus fruits, 
and fresh vegetables. 

Plasma vitamin C determinations made on patients 
with threatened, spontaneous, and habitual abortion*® 
revealed many in the deficiency range below 0.5 mg. 


é€ 


Fic. 3a. A photograph of an “inevitable abortion’’ caused by 
premature separation of the placenta. The cervix is dilated and the 
entire product of conception lies completely detached in the uterus. 

b. A photograph showing the conceptus being removed with ovum 
forceps. Grossly the decidual hemorrhage is extensive. 

c. A photograph of a central placenta previa in early pregnancy 
found in a myomatous uterus. The cervix is at C. Note the endometrial 
polyp, normal embryo, and yolk sac. 
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per 100 cc. of plasma at the time of miscarriage. 
Additional studies are in progress at present. 


Coitus——The relationship of coitus to spontaneous 
abortion has not been completely evaluated in the 
literature. Yet, coitus may excite the uterus to con- 
tract or may be a physical factor in producing prema- 
ture rupture of the membranes. Of 28 patients ques- 
tioned 20 admitted sexual relations just prior to the 


TABLE 2.—Availability of Anatomic Data in 500 Cases of Spontaneous 
Abortion. 


Known Unknown 

Organ No. % No. % 
Corpus uteri ... . 458 92 42 8 
Cervix uteri 404 81 96 19 
Endometrium 130 26 370 74 
Decidua 433 87 67 13 
Placenta 281 56 219 44 
Membranes 194 43 306 57 
Cage: . 133 27 367 73 
Fetus 191 38 309 62 


onset of uterine contractions and vaginal bleeding. 
More data is necessary in order to appraise the role 
of intercourse as a cause of abortion. 


METHOD OF STUDY 


The present study was begun June 1, 1947, and 
will continue until 1,000 cases of consecutive and 
spontaneous abortion have been obtained. The method 
of selection is based on one fact only, namely, his- 
tologic examination of tissue in the pathologic labora- 


d,e,andf. A photograph showing the abortion specimen of pla- 
centa previa. The membranes were intact. Note the molding of the 
lower pole of the placenta of specimen e caused by its location at 
the internal os of the cervix. The fetus weighed 100 Gm. 

g. Reconstruction of the uterus around the placenta of the specimen 
shown in e to indicate the central placenta previa which was diag- 
nosed clinically in a patient with “inevitable abortion.” 
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tory where approximately 250 cases are studied an- 
nually. Since some abortions occur at home and the 
patient is not hospitalized, this approach has its sta- 
tistical limitations. However, the material submitted 
was representative of a large obstetrical service and 
was consecutive and unselected in every respect. As 
shown above under incidence, 500 patients had tissue 
examinations. 


Knowledge of the corpus uteri and condition of 
the cervix was obtained in all cases, either clinically 
(90 per cent), by examination under anesthesia at the 
time of curettage (75 per cent), or rarely by patho- 
logic examination after hysterectomy. The product of 
conception was evaluated in the laboratory in terms 
of the endometrium, decidua, placenta, membranes, 







































Fic. 4. A microphotograph of a hydatidiform mole found in 10 
patients with spontaneous abortion. Two of the moles had a malig- 
nant course. 


cord, and fetus. The laboratory data were then classi- 
fied as follows: 


1. Complete product of conception in 168 cases. 


2. Incomplete but adequate (decidua, placenta, and 
fetus) 215 cases. 


3. Inadequate (decidua alone, fragments of villi) 
117 cases. 


The entire gross specimen was fixed in 10 per cent 
formalin for from two to four days and then was 
described and sectioned, while curettage specimens 
were fixed in Vandergrift’s solution. Paraffin sections 
were prepared, stained by hemotoxylin and eosin, and 
examined microscopically. 


TABLE 3.—Normai and Pathologic Status of Organs in 500 Patients 
with Spontaneous Abortion. 


Normal Pathologic Total No. of 
Organ No. % No. % Lesions 
ae ee ee 318 69 140 31 156 
Eee reer 341 84 63 16 84 
Endometrium ........ 79 68 ae 32 51 
IN sca anc unt Tard 29 7 404 93 664 
ESTE OPT 53 18 228 82 351 
Membranes .......... 98 51 96 49 131 
_ . SS ere 109 =82 24 18 31 
MR reo ric cinerea 155 81 36 19 55 











Prompt fixation provides an opportunity for the 
study of the decidua in contact with the placenta in 
incomplete abortion even though the uterus is not 
present. Prior to June, 1947, the fresh unfixed speci- 
men was examined and sectioned with distortion and 
loss of the decidua, especially when it was extremely 
hemorrhagic. As a result a clear concept of decidual 
hemorrhage had not been available from earlier ma- 
terial and all too often such hemorrhage had been 


TABLE 4.—Uterine Conditions Associated with Spontaneous 
Abortion. 


No. of Patients No. of Lesions 








Corpus wteti .... 2... 5 Rralaikantecs xob eos 458 
ee ere Sie Ses 82 
MI os ah 5 scree aed ade shake Reet : 73 
CE aac owt. De cial 2 ee hs 1 
156 
I Sg ola ok eet bad nos 404 
ee ae ; 71 
Endocervical polyp .......... 12 
Squamous cancer ......... 1 


Endometrium oh eosin eeeeds 
Polyps See saceteieraeea te whe oat 33 
Endometritis 


51 


interpreted as a 
abortion. 


The pathologic report was transcribed with the clin- 
ical data on a mimeographed work sheet and placed 
on International Business Machine cards for sorting. 
This method of study has greatly facilitated the ac- 
quisition of unbiased statistical data. 

From the beginning interest was focused on the 
uteroplacental junction, which often is missing unless 


result rather than a cause of the 
































Fic. 5a. A photograph showing mummification of the fetus as the 
result of a true knot in the cord which also encircled the left knee. 
b. A photograph which reveals a groove in the soft tissues above 


the left knee at G on removing the cord. The true knot is also 
seen at K. 


a curettage has been performed. The importance of 
the decidua in threatened and spontaneous abortion 
can be inferred from a study of figure 2a. The speci- 
men was obiained from a patient having a threatened 
abortion on the morning she was scheduled for thera- 
peutic abortion and sterilization by hysterectomy. 
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PATHOLOGIC DATA 


Information regarding the corpus uteri, cervix, and 
product of conception has been summarized in var- 
ious tables. Each anatomic structure will be discussed 
with regard to occurrence of abnormal conditions. 
Table 2 in particular mentions whether the anatomic 
information is known or unknown, and table 3 con- 


siders whether the structures were normal or ab- 
normal. 


Uterus —The uterus was abnormal in 140 patients 
(30 per cent) and there were 156 abnormalities since 
more than one was present per patient, as shown in 
table 4. Retroversion was found in 18 per cent, which 
is more than the incidence of 10 per cent observed by 
Carey and Gaskill in routine pelvic examination on 
nonpregnant women. Myomas were present in 16 per 
cent, which is considerably greater than the 2.5 per 
cent incidence noted by the same authors. The in- 
fluence of myomas on spontaneous abortion and the 
improvement of results after myomectomy have been 
demonstrated by Finn and Muller. There was only one 
bicornate uterus in the entire group of patients. 


Cervix.—The cervix was abnormal in 63 patients 
(15 per cent) with 84 lesions. These consisted of 72 
erosions, 12 endocervical polyps, and 1 squamous cell 
carcinoma. Information was seldom available as to 
placenta previa, although it was suspected in 14 pa- 
tients either through clinical examination or by 
examination of the specimen. The role of placenta 
previa as a contributing cause of spontaneous abortion 


TABLE 5.—Decidual Conditions Associated with Spontaneous 
Abortion. 
No. of Patients No. of Lesions 
433 
Hemorrhage 197 
Degeneration ‘ 247 
Infection 220 


Condition 


664 





is well shown by specimens in figures 3c, e, and f. 
There was no case of cervical pregnancy as a cause of 
abortion although others have observed it." 


Endometrium.—While information regarding the 
uterus and cervix was frequently known, data regard- 
ing the endometrium were available in only 130 pa- 
tients, despite the fact that curettage was frequently 
performed. The endometrium was abnormal in 10 per 
cent, and these abnormalities consisted chiefly of en- 
dometrial polypi and acute endometritis. Mall and 
Meyer considered preexisting endometritis as a pos- 
sible causative factor in their study although it is 
usually considered the result of the process. Hertig 
and Rock have found an early embryo in a polyp-like 
structure. Both of these conditions may play a role 
in the causation of abortion, although much more in- 
formation is necessary before conclusions can be made. 
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Decidua——Some observers’? have emphasized the 
lack of information regarding the decidua in their 
study of abortion and fetal abnormality. It has always 
been difficult to decide whether the fetal maceration 
or abnormality was the result of faulty nutrition rather 


TABLE 6.—Placental Conditions Associated with Spontaneous 
Abortion. 


No. of Patients No. of Lesions 
Placenta a ee saa eokas 
Hyaline degeneration 174 
Avascular villi with fibrosis......... a7 
Hydatidiform degeneration ... 50 
Intervillous coagulation aa 40 
Hydatid mole ite bets haa i 10 
Chorionitis mee ees 9 


Membranes .... 
Amnionitis 


122 


than a primary condition. Information. regarding the 
decidua was available in 433 patients with a total of 
664 lesions, as indicated in table 5. These included 
decidual hemorrhage in 45 per cent. It is regarded 
by Power to be the result of degeneration of the 
decidua vera whereas it may be the cause as well. 
Decidual hemorrhage had a high incidence in Ruth- 
ford’s study of threatened abortion. | 
An example of decidual hemorrhage in a patient 
having a threatened abortion is shown in figure 2a. 
Nevertheless, most of these patients may go to term.!® 
They often have a low plasma vitamin C concentra- 
tion. It would appear that a diet rich in citrus fruits 
and, therefére, high in vitamin C and additional sup- 
plements such as Hesperidin-C should be of value 
in the prevention of preabortal decidual hemorrhage. 
Such a regimen has given encouraging results in habit- 
TABLE 7.—Cord Complications Associated with Spontaneous 
Abortion. 
No. of Patients No. of Lesions 


Torsion . Sanka 17 
Stricture ee Ka 7 
True knot ... 7 


31 


ual abortion.® The decidua was degenerated in 57 per 
cent and chronically infected in 50 per cent, and these 
may represent intra-abortal and postabortal changes. 

The decidual hemorrhage was found to be both 
recent and old in the specimens illustrated in figures 
2b, c, d, and e. The latter was suggested by the pres- 
ence of hemosiderin pigment in the decidual cells 
(fig. 2£) or in phagocytes of the endometrium in 
many of the abortion specimens. 

Placenta and Membranes——The placenta was con- 
sidered from the clinical and pathologic points of 
view. Clinically, there was information in only 25, or 
5 per cent, of the patients, a fact already alluded to 
above under “Cervix.” 


The diagnosis of placenta previa or premature sep- 
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aration of the placenta in early pregnancy is seldom 
made, since few patients are examined at the onset of 
bleeding. When placental tissue is presenting at the 
cervical os, as in figure 3a, the clinician can suspect 
either condition. The importance of knowledge con- 
cerning the placental site is shown in figure 3c, which 
reveals a central placenta previa found in a uterus 
removed because of bleeding thought to be caused by 
myomas. Such a situation is also shown in figures 
3d, e, f, and g. Figure 3g presents a reconstruction of 
the uteroplacental relationship of the placenta in fig- 
ure 3e, the lower pole of which has been molded by 
the internal cs of the cervix. The etiologic role of 
placenta previa in abortion has been inferred by 
few authors.® 1° 

Placenta previa and premature separation of the 
placenta, so often considered only in the third tri- 
mester of pregnancy as causes of antepartum bleed- 
ing, had a much higher incidence in the spontaneous 


TABLE 8.—Fetal Conditions Associated with Spontaneous Abortion. 





No. of Fetuses 
Not macerated, no external anomalies.......... 77 
Macerated, no external anomalies.............. 78 2 
Number of pathologic fetuses 36 or 19% 


Foe Naess 191 


TEN even e. ahs ei 
Fetal abnormalities 
Villi only 
Agenesis 


Re ahaa ere ik sik 


SOE ee ee Seen Ma eaha nh oote 25 
RN eS Sci 5.<5. Soyo. a gh PR MOg Va vartal SaenslG5 Fos 17 


Cylindrical (beherenaceha dat hi' ern ome wine ee 2 
External-internal -anomalies ................ 10 


Total ; ; 55 


abortion patients. Placenta previa was demonstrated 
clinically or pathologically in 14 out of 404 cases in 
which the condition of the cervix was known (table 
2), an incidence of 3.4 per cent. This is much greater 


than the clinic incidence of 0.5 per cent in the third 
trimester.!° 


The incidence of premature separation can be 
judged from the number with decidual hemorrhage 
shown in table 6, namely, 45 per cent. To be sure, 
only a few patients had the tonic uterus and shock 
so characteristic of this condition in the third trimes- 
ter. There were 24 patients with inevitable abortion 
and the profuse bleeding was often caused by decidual 
hemorrhage associated with premature separation and 
placenta previa. Premature separation of the placenta 
was recognized clinically in only 11 patients, or 2.2 
per cent. This entity is usually considered as a cause 
of antepartum bleeding in the third trimester of 
pregnancy, when the incidence is 0.36 per cent.!° 


Pathologically, knowledge of the placenta was avail- 
able in 281 patients and it was considered abnormal 
in 80 per cent, as shown in table 6. There were 360 
lesions which included hyaline degeneration, avascular 
villi with fibrosis, hydatidiform degeneration, inter- 








villous coagulum, and hydatidiform mole (shown in 
figure 4). Seldom is hydatidiform mole included 
among the causes of abortion. Four of the 10 cases 
with moles were shown to be histologically malignant, 
2 of which had a malignant course. This feature alone 
justifies routine pathologic examination of every prod- 
uct of conception as well as the material obtained by 
curettage when the abortion is incomplete. The hydati- 


TABLE 9.—Incidence of Pathologic and Macerated Fetuses. 


Incidence ( % ) 


Author Year No.of Cases Pathologic Macerated 
Mall and Meyer...... 1921 1,000 31 
Hertig and Edwards... 1940 1,027 47 27 
Javert and Finn...... 1950 500 19 40 





diform changes represented 18 per cent of the lesions, 
which is less than the 38 per cent observed by Hertig 
and Edwards. Avascular villi with fibrosis was often 
noted in patients classified as having a “missed abor- 
tion.” These placentas usually had no decidual hemor- 
rhage, as shown in figure 1, and were excellent speci- 
mens for control purposes. The nature of intervillous 
coagulation is being studied further. 

Pathologic knowledge of the membranes was avail- 
able in 194 patients; they were abnormal in 60 per 
cent, as shown in table 6. The chorion was found to 
be infected in 9 cases reflecting, perhaps, intra-abortal 
infection following premature rupture of the mem- 
branes. It was observed in a few patients after inter- 
course. Ruptured membranes were present in 97; 
however, it was impossible to state whether this oc- 
curred before or during the abortion. Infection and 
degeneration were found in 25 and usually coexisted 
with the chorionitis. 

Cord.—Abnormalities of the cord have been recog- 
nized as a cause of intrauterine death of the infant 
near term,!* and it has been mentioned seldom as a 
cause of abortion. Information was known in only 133 
patients, yet 31, or 23 per cent, had some form of 
coarctation including torsion, stricture, and true knot, 
as shown in table 7. All of these were considered 
sufficient to cause intrauterine death of the fetus, 
often followed by mummification, as shown in figure 
5. Clinically, many of these were called “missed abor- 
tions.” 

Fetus.—The fetus reflects any abnormal condition 
affecting placentation, the decidua, placenta, mem- 
branes, or cord, so that it is exceedingly difficult to 
draw definite conclusions regarding fetal abnormality 
per se as the cause of abortion. This is particularly 
true when one considers how frequently a malforma- 
tion is delivered in the third trimester of pregnancy. 
Knowledge of the fetus was known in 191 specimens, 
as revealed in table 8, which included 8 sets of twins. 
Males predominated, 44 to 25, although Tietze has 
demonstrated sio actual difference in the sex incidence 
in a much larger series of cases. 

There were 155 fetuses without external anomalies, 
of which 77 were not macerated and 78 were macerat- 
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ed. The remaining 36 fetuses, or 19 per cent, had 
various abnormalities which totaled 55. The abnor- 
malities included agenesis, amorphous change, nodu- 
lar or cylindric appearance, and external and internal 
congenital malformations. However, not all fetuses 
were sufficiently well preserved for satisfactory au- 
topsy interpretation. One of the congenital abnormali- 
ties is illustrated in figure 1. Other pathologic embryos 
can be seen in figures 2b, c, d, and e. 

An amorphous degenerated fetus associated with 
marked decidual hemorrhage is presented in figures 
2b, c, and d. Decidual cells contained much hemo- 
siderin pigment, as shown in figure 6, so that it was 
thought that the hemorrhage came first and the fetal 
degeneration afterward. The incidence of pathologic 
and macerated fetuses according to various authors is 
presented in table 9. The higher incidences are prob- 
ably the result of the selection of specimens, since our 
series of consecutive cases had a lower incidence more 
in keeping with actual clinical experience, 


SUMMARY AND CONCLUSIONS 


This is a preliminary report on 500 consecutive 
patients with spontaneous abortion, or one-half the 
total number to be studied, so that only a few deduc- 
tions will be drawn subject to later revision. Nearly 


TABLE 10.—Abnormal Conditions of the Uterus and Conceptus in 
500 Patients. 


Known 
Condition No. 
Uterus 
Retroversion or cathe ahead 82 
Myoma .... tase 73 
Cervix ss Satie acest toate 
Erosion .. Pon TRE wee en 71 
Polyps .. pies 12 
Carcinoma Baidu ton acid a Aa ome, Sid 1 
Endometrium SiS Seiad eo 
Polyps pat 33 
Acute endometriti; Sci sare OR 18 
oe 
Hemorrhage ( Premature separation) 
Placenta 
Hydatidiform mole ; 10 
Hydatidiform degeneration 50 
Avascular villi with fibrosis 77 
Placenta previa eran 14 
Membranes 
Ruptured 97 48 
Degenerated, infected ; 25 12 
Cord 
Coarctation 31 23 
Fetus 
Abnormal 36 19 


all patients had a careful clinical and pelvic examina- 
tion. The latter was often supplemented by further 
examination under anesthesia and dilatation and curet- 
tage, while an occasional excised uterus provided an 
Opportunity to obtain accurate anatomic knowledge 
regarding the uteroplacental relationship which is so 
rarely available in most cases of abortion. Gross and 
microscopic examination of the available product of 
conception was made in each instance. The abnormal 
conditions found in the uterus and conceptus in terms 
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of known number of cases are summarized in table 10. 

The average number of conditions is approximately 
2.7 per patient: only 90 patients had a single factor; 
69 had 2 and 159 had 3, while 72 had 4 or more con- 
ditions. The largest number of abnormalities were 
found in the decidua, of which decidual hemorrhage 
seemed to be the most important. Accurate and com- 
plete data regarding the uterus, decidua, placental 
site, chorionic villi, membranes, cord, and fetus, as 
well as a large series of consecutive cases, are neces- 
sary in order to determine all of the many contribut- 
ing factors and causes of spontaneous abortion. 

When the physician is called upon to care for a 
patient who has had one or more spontaneous abor- 
tions, he should determine and correct gynecologic 
defects and other deficiencies and abnormalities and 
should provide a diet rich in minerals, proteins, fresh 
vegetables, citrus fruits, and vitamin C supplements. 
Even though abortion occurs, he should encourage his 
patient to undertake a subsequent pregnancy with re- 
newed confidence, since the underlying cause of the 
abortion may not repeat itself. 


We wish to express our appreciation to Mr. Percy Brooks 
for his excellent photography. 
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In dealing with the pelvic structures 
in women during the childbearing age the surgeon 
finds himself in a position requiring judicious selec- 
tion of procedure. These structures cannot be extir- 
pated like a gallbladder or an appendix merely be- 
cause they are diseased. In many cases the decision 
must be for partial removal, ridding the patient of the 
diseased portion of the organ but conserving func- 
tion, which, though not essential to life, may be vital 
to the mental and physical health and the happiness 
of the woman. A radical procedure which precludes 
future offspring or causes a premature menopause 
may cause untold marital and psychic difficulties. 
Some of the lesions of the uterus, fallopian tubes, and 
ovaries requiring conservative treatment are reviewed 
in the hope that reemphasis may inspire a more ju- 
dicious use of the scalpel. 


MYOMA OF THE UTERUS 


A small myoma of the uterus causing no symptoms 
does not need treatment. If the tumor enlarges rapidly 
or symptoms which do not respond to therapy de- 
velop, operative procedures must be considered. For 
treatment purposes cases may be divided into patients 
in the childbearing age and those who are older. Con- 
servative surgery is of paramount consequence in the 
young woman in whom the importance of preserving 
the ovarian and childbearing functions is evident. 
Operative procedures will depend on the age of the 
patient, size and location of the growths, parity, and 
to some extent upon the patient's wishes. 

Until recent years myomectomy had almost become 
a forgotten procedure. Except in rare instances of 
an isolated myoma which easily could be shelled out, 
surgeons tended to do a hysterectomy rather than sub- 
ject the patient to the more tedious and difficult 
myomectomy. Now in some centers, the swing has 
been to a more conservative attitude, the result, at 
least in part, of the excellent monograph by Bonney 
on “Extended Myomectomy and Ovarian Cystectomy.” 

Myomectomy of single tumors is as old as ovariot- 
omy, but removal of deep seated and multiple growths 
was seldom attempted because uncontrollable bleed- 
ing frequently resulted in death. In 1897 Alexander 
reported a series of myomectomy cases with a mor- 
tality of 9 per cent; from 1 patient he had removed 
twenty-five myomas. This mortality compared favor- 
ably with that of hysterectomy, but Alexander’s work 
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was soon forgotten and only sporadic case reports ap- 
peared until the early part of the twentieth century. 

Bonney, who has been the outstanding advocate of 
myomectomy, started his study in 1913 and in 1946 
reported in detail on more than 800 of his personal 
cases. In 1923 he made an important contribution to 
the technique of multiple myomectomy by overcom- 
ing its most serious drawback, namely blood loss. He 
introduced the Bonney clamp which, when properly 
applied, controls the uterine arteries and the blood 
supply coming from the cervix and vagina so that the 
operation can be made practically bloodless. 

Borras controlled the bleeding in his patients by 
making two holes through the broad ligaments at 
the height of the isthmus of the uterus and 1 cm. to 
each side. A thin rubber tube was then inserted 
through the holes and the ends of the tubes were 
caught with a clamp and tightened until the blood 
current in the uterine arteries was stopped. Two rub- 
ber covered clamps were placed on both sides of the 
uterus with their tips in apposition with the rubber 
tubing in ordez to control the lateral blood supply. 

Bonney’s technique varied with the individual 
problems but in general he tried to remove all tumors 
through a single incision in the anterior wall of the 
uterus. The following statistics taken from his mono- 
graph show what can be accomplished. Until January, 
1945, he had performed myomectomy 806 times with 
an operative mortality of 1.1 per cent; in the last 400 
cases only 2 deaths occurred. In 40 per cent of the 
cases tumors were single and in 60 per cent, multiple. 
The largest number of tumors removed from a single 
uterus was 225 but on two occasions Bonney removed 
more than 100, and in six others from 50 to 100. 
Bonney stated that he was proudest of the operation 
in which he removed 40 tumors with a total weight 
of 21 pounds. 

The question arises as to the course of patients 
after myomectomy. There were 9 recurrences in 
Bonney’s series of 379 cases which had been followed 
long enough to warrant an estimate, an incidence of 
2.3 per cent. In the cases in which new tumors oc- 
curred the patient had been exceptionally young at 
the time of operation. Bonney was of the opinion that 
most of the “seeds of fibroids” are laid down between 
the ages of 28 and 33 and that they rarely form after 
36. A recurrence of menorrhagia required treatment 
in 7 cases. Of 137 married patients in the childbear- 
ing age who desired children 52 conceived after opera- 
tion. There were 17 cesarean sections, 34 normal de- 
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liveries, and 1 miscarriage. Most of the cesarean sec- 
tions, usually in the older patients, were done as the 
surest way of procuring a normal child. The largest 
number of tumors removed in the group of pregnant 
women was 35. In the 806 cases there was only 
1 sarcoma, and the patient died within a few months 
of recurrence. 

The American reports for the last forty years were 
summarized by Rubin in 1942. He reported 481 
myomectomies performed at Mount Sinai Hospital, 
New York, with a mortality of 1.9 per cent. During 
the same period, 3,969 hysterectomies were done. 
Rubin performed slightly more than one-third as 
many myomectomies as hysterectomies. 


Ahltrop analyzed 328 myomectomies at the General 
Maternity Hospital, Stockholm; 282 were abdominal 
and 46 vaginal operations. Of 214 cases followed 78 
per cent were completely free of symptoms. Of the 
93 patients in whom pregnancy was possible 31 per 
cent conceived. There were 51 pregnancies with 36 
live births, only 1 patient requiring cesarean section. 


It is my practice to advise young women in whom 
a myoma is fresent to have children as early as pos- 
sible so that if necessary hysterectomy can be done 
later. If other factors have been excluded in sterile 
patients with myomas, myomectomy should be con- 
sidered. I have had several patients of this type who 
delivered one or more children normally after myo- 
mectomy. Myomectomy has enabled some patients 
who have had repeated miscarriages to have living 
children. When it is evident that the location of the 
tumor will interfere with pregnancy or delivery, as in 
a cervical myoma or a myoma incarcerated in the 
cul-de-sac, myomectomy should be done before the 
patient becomes pregnant. During pregnancy occa- 
sionally it is necessary to perform a myomectomy be- 
cause of red degeneration and pain or incarceration of 
the uterus in the pelvis. Miscarriage may follow but 
by the administration of large doses of diethylstil- 


bestrol postoperatively most patients can be carried 
to term. 


In multiparous patients in their middle or early 
thirties a high hysterectomy with preservation of men- 
strual function usually is preferable to complete or 
supravaginal hysterectomy. Thus, tumors in the upper 
part of the uterus can be removed and any additional 
ones in the remaining portion of the uterus usually can 
be shelled out without removing the entire endome- 
trium. The importance of maintaining menstruation in 
younger women was emphasized by Frankl many 
years ago. He believed that a reciprocal effect existed 
between the endometrium and the ovary or pituitary, 
probably the result of some unknown enzyme or 
hormone. He was so sure in this belief that when com- 
plete hysterectomy in young women was imperative, 
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he transplanted some endometrium to the abdominal 
wall. 

Another reason for preserving the menses, of course, 
is for the psychic effect on the patient and, at times, 
on the husband. The idea that menstruation is neces- 
sary for continuing sexual response is so deeply in- 
grained in the mind of the lay person that many 
women feel that cessation of menses is synonomous 
with loss of sexual attraction. In general, hysterectomy 
should be limited to women past 40, but there may 
be exceptions. Some older women would rather accept 
the risk of a second operation than lose the uterus. 
On the other hand, some younger women after years 
of frequent, profuse, and prolonged menses welcome 
hysterectomy. Each case must be studied as an in- 
dividual problem. If myomectomy is decided upon, 
the family should be told that if during the operation 


myomectomy does not appear feasible, hysterectomy 
may be necessary. 


DISEASES OF THE TUBES 


A second field for conservative surgery is in dis- 
eases of the fallopian tubes. Usually tubal damage is 
the result of an infection with subsequent adhesions 
causing deformity or closure of the tubal lumen. For- 
tunately, since the introduction of the sulfonamides 
and the newer antibiotics with their prompt curative 


effects, these sequelae have become increasingly in- 
frequent. 


In a young woman who is or may be desirous of 
having clrildren, the surgeon should make sure that 
the operation does not constrict the tube nor inter- 
fere with its peristaltic movements, especially when 
the ovary on one side is removed but the tube is pre- 
served. To cover the ovarian stump and to hold the 
uterus forward in many cases the surgeon will bring 
the round ligament over the tube and sew the pos- 
terior surface of the uterus, thereby constricting the 
tube. Rubin has shown that fine adhesions which 
kink a tube are likely to interfere with normal peris- 
talsis sufficiently to be an important causative factor 
in sterility; hence, when these bands are discovered 
during operation, they should be excised. Great care 
should be exercised not to injure the overlying tube 
or its blood supply in the removal of para-ovarian 
cysts. In the sierile patient when the tubes are found 
to be closed after repeated Rubin tests, a hystero- 


salpingogram to locate the position of the obstruction 
is indicated. 


One of the first radiopaque substances used was 
Lipiodol, an oily substance containing an iodine com- 
pound. This medium gave excellent contrast and a 
clear-cut radiographic shadow but had certain draw- 
backs. In some cases in which oil was injected acciden- 
tally into the pelvic vessels it caused a severe general 
reaction, and a few cases of oil embolism have oc- 
curred. It has been shown that the oil remains in the 
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damaged or partly occluded tube from three to eighteen 
months, while water solutions are absorbed in from 
thirty to sixty minutes. Jennings, Brown and Brad- 
berry, comparing the tissue reaction in the rabbit and 
the human fallopian tube, noted that the degree of re- 
action was directly correlated with the duration of con- 
tact. These workers and also Rubin observed that oil 
may cause dense adhesions filled with foreign-body 
giant cells, a microscopic picture which has been mis- 
taken for tuberculosis. I operated upon a patient of this 
type last year in whom Lipiodol had been used eight 
months previously. Since 1930 I have used Diodrast, 
a water solution, with no serious complications. Other 
nonoily preparations give equally good results. 

If the fallopian tubes are found to be closed, the 
chance of success from operative measures should be 
explained to the couple. In a series of 818 plastic 
tubal operations collected from the literature Grenhill 
reported a total of 54 pregnancies, an incidence of 
6.6 per cent. Since complications occurred in some of 
these pregnancies, the end result was 1 live baby 
from every 22.5 operations. Other workers have re- 
ported up to 18 per cent, but from 5 to 10 per cent is 
a good average. 

Arrangements should be made to test tubal patency 
during the operation either by a cannula in the cervix 
or by the cannula and syringe method from above 
suggested by Curtis. The type of plastic operation to 
open the tubes, of course, depends upon the location 
of the block; the farther it is from the uterus, the 
better the chance of success. When the tubes are oc- 
cluded at the fimbriated end, salpingostomy is indi- 
cated; when the block is in the proximal or middle 
portion, the closed distal portion is excised and the 
remaining portion of the tube conserved. A longi- 
tudinal incision is made in the patent portion of the 
tube and the inucosa is sutured to the peritoneal sur- 
face with fine catgut or silk. H. W. Johnston de- 
scribed a “trap door” procedure which should im- 
prove results. A semilunar flap of the tubal wall is su- 
tured to the ovarian hilum. Beecham reported that his 
results were improved by pouring 5 Gm. of sulfanila- 
mide crystals into the tubal opening and pelvic cavity. 

When the tubal block is at the interstitial portion 
with the distal part of the tube open, implantation 
may be done by one of the following methods: 

1. A transverse incision is made at the fundus of 
the uterus extending into the endometrial cavity. ‘The 
tubal ends are implanted and the incision is closed. 

2. New openings at each cornu are made with a 
reamer and the tubal ends are drawn into the endo- 
metrial cavity by special sutures according to the 
method of Holden and Sovak. 

3. A stainless steel cannula attached to a long wire 
is used for tubal implantation by D'Ingianni. 








After operation insufflations should be done several 
times to aid in preserving tubal patency. 


OVARIAN DISEASES 


Concepts of conservative ovarian surgery have 
changed as knowledge of pelvic endocrinology has 
increased. The surgeon now realizes that many ovarian 
sections for small ovarian cysts resulted in the re- 
moval of normally developing follicles or corpora 
lutea. One of the favorite pastimes in the pre-endo- 
crine days was puncturing all visible follicles. The 
pendulum then swung and the dictum was “remove 
the ovary completely or leave it alone.” It was believed 
that these plastic procedures led to troublesome ad- 
hesions requiring secondary operations. 

A middle ground for conservative ovarian surgery 
is now recognized. Persistent ovarian cysts 2 to 3 
inches in diameter or enlarging cysts or tumors are 
indications for investigation. In many instances ovarian 
cysts or tumors in young women can be resected and 
normal ovarian cortex preserved. One of my patients 
who was in her early twenties illustrates this point. 
At operation bilateral ovarian cysts were found, each 
approximately the size of a fetal head. By meticulous 
dissection. the cysts were removed and the remaining 
ovarian cortex was conserved. The menses, though 
upset temporarily, gradually returned to normal. The 
indication for surgery in the above type of case is 
clear; however, a polycystic ovary that is only slightly 
enlarged with perhaps a thickened capsule requires 
careful consideration of the advantage of surgery. 

Sporadic reports of successful treatment of men- 
strual dysfunctions and sterility by the wedge opera- 
tion or decortication of the ovary appeared in the 
literature in the early part of this century. In the 
early twenties H. S. Crossen performed a bilateral re- 
section of the ovarian cortex in a case of long stand- 
ing sterility. After delivering four children, the pa- 
tient asked if it were possible to have the cortex re- 
placed. 


In 1937, Reycraft described 6 cases of decortication 
and in 1949 an additional 11 cases. Stein in 1945 re- 
ported 53 cases and Stein, Cohen, and Elson in 1949 
reported on “Twenty Year End Results on 75 Cases of 
Bilateral Polycystic Ovaries.” Of the 40 patients in 
whom sterility was the primary complaint, 26 con- 
ceived one or more times, with a total of 46 preg- 
nancies and 35 live births. Twenty-eight of the pa- 
tients were single at the time of the operation and of 
these 16 subsequently married and conceived one or 
more times with a total of 15 pregnancies, 11 live 
births, and 1 undelivered. : 

The exact mechanism by which relief of symptoms 
is obtained certainly is not clear. As emphasized by 
Stein, the cases for decortication of the ovary must be 
selected with great ¢are. Only when’ other means of 
treatment have been given a thorough trial should 
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operation be considered. Stein’s patients sought advice 
because of amenorrhea, sterility, and/or hirsuitism 
and the diagnosis was substantiated through demon- 
stration of ovarian lesions by pneumoperitoneum. Al- 
though the menstrual disorders and sterility were im- 
proved in a large majority of the cases, the hirsuitism 
usually was not favorably affected. In cases in which 
both tubes have been removed or no tubal lumen 
exists, the Estes operation is the procedure of choice. 
The ovary is implanted in the uterine wall in the hope 


that with ovulation the egg may be extruded into the 
uterine Cavity. 


ENDOMETRIOSIS 


Since 1921, when Sampson published his careful 
factual study of endometriosis, this condition has as- 
sumed a position of increasing concern to gynecolo- 
gists, for it is a progressive disease which usually starts 
in the childbearing period. Its progress is dependent 
upon the normally recurring endocrine-controlled 
process of menstruation. The ectopic bits of endome- 
trium, wherever situated, under the normal endocrine 
influence menstruate. They form a cyst which, becom- 
ing distended beyond the ability to expand, ruptures, 
spilling old blood and endometrial elements into the 
peritoneal cavity. The peritoneal irritation caused by 
the contents of the cyst, plus fresh implantation of 
the expelled endometrial tissue, results in dense ad- 
hesions throughout the pelvis. In advanced cases tubes, 
ovaries, the sigmoid colon, bladder, uterosacral liga- 
ments, and the rectovaginal septum are involved. At 
operation, in advanced cases, the uterus frequently is 
observed to be retrodisplaced and fixed by dense ad- 
hesions entirely different from those found in inflam- 
matory conditions. These adhesions are formed partly 
by scar tissue and partly by the actual penetration of 
the endometrial glands into the structure involved; 
therefore, unless special precautions are observed, and 
sometimes in spite of precaution, the intestine, blad- 
der, or ureter is likely to be opened. 

The incidence of endometriosis in series of gyne- 
cologic operations varies from 1.62 per cent to the 29 
per cent reported by Meigs in his series of private pa- 
tients. Its reported incidence, of course, will vary with 
the surgeon’s diligence in searching for the early, 
bluish-brown, puckered minute lesions which can be 
easily missed. Treatment of women at or near the end 
of the childbearing period is radical, as elimination 
of ovarian function stops further progress of the dis- 
ease; if all the involved tissue cannot be removed, 
radiation will result in regression of the remaining 
endometrial elements in the sigmoid or around the 
ureter. 

A thought provoking study has been made by Meigs 
on the significance of delayed acceptance of mother- 
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hood in relation to the incidence of endometriosis. In 
his private cases he noted an incidence of proved 
endometriosis of approximately 29 per cent, while in 
an equal number of ward patients the incidence was 
less than 6 per cent. Meigs’ contention is that the 
more privileged group tend to delay and limit the 
number of offspring either by late marriage or con- 
traception whereas the less privileged become mothers 
at a younger age and have more children. He believes 
that early initiation and frequent completion of the 
normal cycle of ovarian and uterine activity is an 
important factor in the prevention of endometriosis. 
His article discusses the subject from a sociologic as 
well as a medical angle and is well worth reading. 

As regards treatment of endometriosis in women in 
the childbearing age, in general, unless an ovarian 
cyst is present, surgery should be delayed as long as 
possible. Without exploration it cannot be known 
how radical the operation must be in order to control 
the endometriosis. It is necessary to explain the prob- 
lems involved in some detail to the patient, who, if she 
understands, will be more willing to cooperate. If the 
pain and disability become so severe that operative 
interference is necessary, the patient should be told 
that ovarian function will be conserved if possible 
but that if it might be necessary to remove all the 
pelvic organs, the decision must be left to the surgeon. 

In the childbearing period it is important, of course, 
to preserve ovarian activity if possible. Endometrial 
cysts sometimes can be removed with preservation of 
the uninvolved ovary. Even if small areas of endo- 
metriosis have to be left, it is worth the risk to pre- 
serve the ovarian influence in patients under 35. If 
the remaining area of endometriosis becomes active 
and gives troublesome symptoms, this activity can 
always be stopped by radiation. 

The importance of preserving function was empha- 
sized by Keene. Of 48 patients in whom one or both 
ovaries were preserved only 3 required subsequent 
treatment in the five year postoperative observation 
period. Of the patients in whom the possibility of 
pregnancy was preserved 28 per cent had a subsequent 
normal pregnancy. Counseller, however, in an article in 
1949 cautioned against operating to correct sterility 
in cases of endometriosis, as his records show that less 
than 10 per cent of patients treated surgically become 
pregnant later. 

If the uterus is retrodisplaced, it should be fastened 
forward. When the lesions are confined to the uterus, 
uterosacral ligaments, and ovaries, resection of the 
presacral nerve will relieve pain in a high percentage 
of cases. Thorough dilatation of the cervix and curet- 
tage usually should be done if the dysmenorrhea is of 
the obstructive type, and if the endometriosis is caused 
by regurgitation, the procedure should help to pre- 
vent extension or occurrence of new foci. 

Reports on the use of hormones to control the 
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symptoms and progress of endometriosis have been 
encouraging but as yet not conclusive. The androgens 
were used by Hirst in 19 cases with temporary bene- 
ficial results in 12. Karnaky stated that surgical treat- 
ment of endometriosis has been eliminated in about 
75 per cent of his patients by the use of Des micro- 
nized stilbestrol. With large doses of stilbestrol he is 
able to keep the patient amenorrheic from two to six 
months. In his experience there has been a regression 
of the ectopic glandular lesions with a marked relief 
of symptoms. Five sterile patients with endometriosis 
became pregnant after the stilbestrol was discontinued 
and 3 delivered normal babies. In cases where opera- 
tion eventually was done removal was facilitated be- 
cause of the regression of the lesions. Though, as 
Karnaky readily admits, this treatment is not a panacea 
for endometriosis, it should be tried before resorting 
to operation or roentgen-ray castration. Last year 
Bickers confirmed this observation and reported bene- 
ficial results in 19 cases from stilbestrol. 


Case Reports 


The use of conservative radiation in selected cases 
of endometriosis is illustrated by two examples from 
my practice. 


CASE 1.—The patient was first seen in 1938 when she 
was 30 years of age. A diagnosis of endometriosis with a left 
ovarian cyst the size of an orange was made. At operation I 
was able to remove the left ovary altogether with the large 
endometrial cyst. The right ovary and tube were normal but 
on the left side the broad ligament, upper portion of the 
rectum, and the rectovaginal septum were extensively in- 
volved in the process. The uterus was fastened forward, the 
appendix removed, and a dilatation and curettage performed. 

Four months after operation the patient began to have 
severe diarrhea and pain with the menstrual periods and on 
examination extension of the endometriosis in the recto- 
vaginal septum and around the upper rectum was evident. 
Since the trouble was on the left side, in November, 1938, 
400 r units of roentgen ray was given to the left side of the 
abdomen, shielding the right side with lead sheeting. Four 
months later the infiltration on the left side was less, the 
diarrhea had diminished, and the patient had gained 5 
pounds. Eight months later the patient’s periods were of 
five days’ duration and regular, and according to her own 
description she went through her periods “like a breeze.” 


ARMY HOSPITAL REORGANIZES 


The new hospital management system developed by the 
Office of the Surgeon General of the United States Army is 
being installed at the William Beaumont General Hospital, 
El Paso, according to the El Paso Times. 

The system relieves professional personnel of administra- 
tive duties so that their time may be devoted to professional 
duties and regroups other activities to effect a saving of 
time, personnel, and space. Since its inauguration two years 
ago at the Valley Forge General Hospital, Valley Forge, Pa., 
the plan has been initiated in other general hospitals and 
eventually will be placed in all of them. 


The patient had no trouble for the next ten years but in 
1949 at the age of 43 she began to have menorrhagia which 
did not respond to medication. Examination revealed some 
extension of the endometrial infiltration and slight enlarge- 
ment of the right ovary. A curettage and radium treatment to 
stop the menses were advised, but as the patient did not 
want radium, only the curettage was done. The menses have 
been normal since. 


CASE 2.—The patient was 31 years old when first seen in 
1939. Her chief complaint was pruritus which cleared upon 
treatment for vaginitis. On vaginal examination, however, a 
mass an inch in diameter in the rectovaginal septum was 
diagnosed as endometriosis, but it caused no symptoms. 


Although advised to return twice a year for observation, 
the patient was not seen until almost three years later, at 
which time the mass in the septum was a little larger, acutely 
tender, and painful on sitting. Because of her age, 33, and 
the danger of rectal damage if removal were attempted and 
also because of the good results procured in the patient men- 
tioned in the case report above, it was decided to try radiation 
with radon seeds. 


On examination at operation the uterus was observed to 
be retrodisplaced and the mass in the septum extended part 
of the way up the posterior wall of the uterus. Two 1 milli- 
curie seeds were implanted in the mass. The pain gradually 
became less and within six months after operation the patient 
stated that the pain no longer bothered her. She continued 
to menstruate without trouble for the next seven years or 
until the fall of 1949. In October of that year the periods 
were becoming increasingly painful and causing a great deal 
of disability. Since the patient was 41 curettage and radium 
treatment to stop the ovarian function was performed in 
December, 1949. In March, 1950, the patient stated that 
the abdominal and pelvic pain had completely disappeared. 


These two cases are reported to show what can be 
done in selected cases with conservative radiation to 


tide the young patient over the childbearing period 
and preserve ovarian function. 


SUMMARY 


The surgeon must carefully choose the type of 
operation for diseases of the pelvic organs in women 
of the childbearing age. Some lesions of the uterus, 
fallopian tubes, and ovaries which require conserva- 
tive treatment are presented. Two case reports in 
which patients were treated conservatively with radia- 
tion are given. 
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Isotope Research in Houston 


A laboratory for medical research in radioactive isotopes, 
the largest in the Southwest devoted to peacetime applica- 
tions, has been established at the Veterans Administration 
Hospital in Houston, states the Houston Chronicle. Spon- 
sored by the Veterans Administration, the laboratory is 
working in close coordination with experimental problems 
being conducted by Baylor University College of Medicine 
and Rice Institute. 

The laboratory was opened in July in a separate two-story 
building on the hospital grounds which was converted to 
house the laboratory. A full time medical director is to be 
in charge of the project. 
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ANALYSIS OF CESAREAN SECTIONS IN A 
PRIVATE HOSPITAL FROM 1938 TO 1948 


EDGAR W. SANTA CRUZ, M.D., 


Tue Nix Hospital, San Antonio, is 
a private hospital of 160 beds independently owned 
and operated for profit. At the time this report was 
written the institution was approved by the American 
College of Surgeons. The obstetric section consists of 
a separate floor with twenty-three single rooms and 
two double rooms. Labor and delivery rooms are in 
one wing of the same floor on which the surgical 
suite is located but are entirely separate physically and 
insofar as personnel is concerned. The staff is unre- 
stricted as to membership and operating privileges. 
Most San Antonio obstetricians work at Nix Hos- 
pital and they attend approximately one-half the births 
in the hospital. A nominal Chief of Obstetrical Service 
is without authority to direct the policies and prac- 
tices of a loosely organized obstetric service. There 
have been no interns at the hospital most of the time 
and there has been no adequate resident physician 
service. We are of the opinion that Nix Hospital rep- 


resents fairly well the average hospital set-up in the 
Southwest. 


For years the hospital administration and staff have 
fought the “battle of the section rate” with the Amer- 
ican College of Surgeons in an effort to retain the 
approval of that-facultative body. We made this eleven 
year analysis to “see how we were doing,” so to speak, 
and present it because we believe that it tends to re- 
veal certain facts which not necessarily were unex- 
pected nor heretofore unknown but nevertheless which 
are significant. 


RESULTS OF SURVEY 


During the eleven years from 1938 through 1948 
of 9,119 births at Nix Hospital 776 were cesarean 
sections, an incidence of 8.4 per cent. At the outset 
it is acknowledged that this rate is unnecessarily high, 
recent reports from other similar institutions and evi- 
dence of recent “trends” to the contrary. 


We particularly condemn as unnecessary and ill 
advised the many sections that were done for cephalo- 
pelvic disproportion without a trial labor. It is im- 
possible to predict accurately the clinical course of 
labor in borderline cases of fetopelvic disproportion 
by roentgen ray or pelvimetry because the two most 
important factors which determine the outcome of 
any labor are: (1) effectiveness of contractions and 
(2) moldability of the fetal head. Without a fair trial 
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of labor these two factors remain unknown quantities. 

It has been said wisely that more skill is required to 
decide correctly the necessity for cesarean section than 
to perform the operation. 

Figure 1 shows the yearly percentage incidence of 
cesarean sections. It will be noted that with the excep- 
tion of the three years 1943, 1944, and 1945 the rate 
did not exceed 8.7 per cent and in 1946, 1947, and 
1948 it was a respectable 5.7 to 6.4 per cent. 

Figure 2 shows graphically the relationship of pri- 
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FIG. 1. A graph showing the percentage of births in which cesarean 
section was performed at Nix Hospital from 1938 through 1948. 


mary and repeat sections and indicates clearly that the 


primary section rate has decreased materially whereas 
the rate of repeat sections is rising. The rise in the 
latter rate, of course, is due to the fact that subsequent 
babies are now being delivered for that large group of 
women who had sections during the bad war years of 
1943, 1944, and 1945. We believe that the lower pri- 
mary section rate is indicative of a healthy reaction to 
the previous unnecessarily high rate. 


OPERATIVE FACTORS 


Indications —In this analysis only what we believed 
were the primary indications for cesarean section have 
been considered. Figure 3 shows the distribution of 
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Fic. 2. A graph demonstrating the relationship of primary to re- 
peat cesarean sections from 1938 to 1948. Solid blocks represent pri- 
mary sections and dotted blocks represent repeat sections. 
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these indications, and the percentages follow closely 
those noted in similar analyses. The 107 sections which 
constitute the relatively large “miscellaneous” block 
were unclassifiable and included almost 107 different 
reasons for an abdominal delivery, including the one 
of the attending physician who stated that the patient 
was “too young and delicate” to undergo labor. 


Type of Operation—Of the 776 abdominal de- 
liveries 703 were of the low cervical transperitoneal 
type, 55 were the so-called “classical” section, 14 were 
extraperitoneal, and 4 were cesarean hysterectomies. 
Since the series was so predominantly concerned with 
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Fic. 3. A graph showing the distribution of indications for 776 
cesarean sections. The number of sections for each indication is shown 
in parentheses. 
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the low cervical type, no effort was made to compare 
the results of the various operations. It will be noted 
that the extraperitoneal sections were done after 1945. 
This type is favored particularly by us and is used in 
patients who have had any trial labor. 

Anesthesia—The anesthetic of choice was as fol- 
lows: inhalation (cyclopropane) in 681 cases, spinal 
72, intravenous (Pentothal sodium) 20, and local in- 
filtration 3. The present trend is toward spinal anes- 
thesia, which we believe is superior to other methods 
when properly administered. However, the method 
does not have great favor with anesthesiologists and 
some obstetricians in this region; consequently, it is 
not widely used in this locality. 


MATERNAL MORTALITY AND 
MORBIDITY 


The maternal mortality in this series was extremely 
low. There were 2 deaths which accounted for an 
uncorrected rate of only 2.5 per 1,000 births. This 
is approximately two and one-half times the 1948 
over-all maternal death rate but lower than the 
over-all rate tor the United States in the same eleven 
year period. The rate is far lower than has been re- 










TABLE 1.—Report of 2 Deaths after Cesarean Section. 


CASE 1.—(1943) Aged 23, white, gravida 1, para 0. 
Indication: Cephalopelvic disproportion, border- 
line by roentgen-ray examination. No trial labor. 
Type section: Low cervical. 
Anesthesia: Cyclopropane. 
Died: Sixth postoperative day. 
Diagnosis: (1) Paralytic ileus. 
(2) Evisceration. 
(3) Generalized peritonitis. 
Aged 44, white, gravida 3, para 1. 
Indication: Cephalopelvic disproportion. 
from roentgen-ray examination 
Elderly multipara. 
Type section: Low cervical. 
Anesthesia: Cyclopropane. 
Died: Sixth postoperative day. 
Diagnosis: (1) Pulmonary embolism. 
(2) Thrombus in left common and 
external iliac veins. 


CASE 2.—( 1945) 


Report 
“no disproportion.” 


ported for any similar series, with the exception of 
one recently published by D’Esopo' in which he 
pointed to only 1 death in 1,266 cesarean sections. We 
believe that the mortality rate from cesarean sections 
to some degree bears an inverse relation to the section 
rate; in many hospitals where the operation is used 
liberally a similarly low rate could be reported, where- 
as in institutions where the section rate is low, the 
mortality rate will be relatively high. 

The 2 deaths in our series are reported in table 1. 
It is regrettable that in both cases the indications for 
cesarean section were questionable. 

Our standard of morbidity is that suggested by the 
American College of Surgeons, namely, a temperature 
of 100.4 F. or higher on any two successive postopera- 
tive days excluding the first twenty-four hours. Figure 
4 illustrates just what might be expected, that is, a 
steady lowering of the morbidity rate over the eleven 
year period which, of course, can be attributed to im- 
proved techniques, the free use of blood transfusion, 
and most of all the widespread use of chemotherapy 
and the antibiotic drugs. 


FETAL MORTALITY 


If a higher section rate than that which generally 
has been considered acceptable is justified, the answer 
should be in the study of fetal mortality rates and their 
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Fic. 4. A graph illustrating the cesarean section morbidity rate. Note 
the sharp decrease in the eleven year period. 


relationship to cesarean section rates. Assuming from 
our analysis and those of others that a cesarean section 
may be done with no more than twice the risk of 
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vaginal delivery, more sections might be justified if a 
materially improved fetal mortality rate would result. 
Our series does not indicate that this necessarily would 
obtain. 


Figure 5 (left) is a graph showing the relationship 
of the cesarean section rate to the over-all fetal death 
rate. It will be noted that in spite of the widely vary- 


TABLE 2.—A Classification of the Causes of Fetal Deaths Occurring 
from Cesarean Section. 


Maternal toxemias 7 
Eclampsia or preeclampsia 
Abruption of placenta an bait 
Congenital anomalies not compatible with life 
Prematurity 
Previous cesarean section. . 
Placenta previa 
Ruptured uterus : ‘ 
Hemolytic disease of newborn 
Erythroblastosis fetalis 
Hydrops fetalis . 
Fetal death prior to section 
Intracranial hemorrhage . 
Prolapse of cord. 
Atelectasis 
Undetermined 





ing section rate, the fetal death rate failed to show 
corresponding inverse variations. For instance, the 
lowest fetal death rates from 2.5 to 3 per cent, were 
in 1942, 1945, and 1946, whereas in those years the 
cesarean section rates were 8.7, 16, and 6.4 per cent 
respectively. 

Many published reports to the contrary, no evidence 
indicates that cesarean section necessarily offers a less 
favorable prognosis for the fetus than vaginal delivery, 
all other factors being equal. In our series 38 fetal 
deaths occurred in the 776 operations for an uncor- 
rected rate of 5.1 per cent. This compares favorably 
with the over-all fetal death rate of 3.9 per cent for 
the same period. 

Figure 5 (right) shows graphically the fetal loss at 
cesarean section compared to the cesarean section rate. 
The wide variation by years no doubt results from the 
small number of cases in each annual period. 

An analysis of fetal deaths associated with cesarean 


1938 1939 19400— 1941 1942 1943 
Fic. 5. Left. A graph showing the relationship of the cesarean sec- 
tion rate to the fetal loss from all causes and all types of delivery. The 


solid line is the section rate and the broken line is the total fetal mor- 
tality rate. 
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section is presented in table 2. It will be seen from 
this data that at least three-fourths of the babies were 
not lost because they were delivered by cesarean sec- 
tion. In most instances the condition necessitating 
cesarean section was inimical to the interests of the 
fetus and such condition rather than the operation led 
to death. In a number of instances cesarean section was 
done in the interest of the mother when the fetus was 
known to be dangerously premature, as formerly was 
the practice in almost all cases of placenta previa. In 
some cases fetal death no doubt could have been pre- 
vented had cesarean section been resorted to sooner, as 
in those patients in whom the operation was per- 
formed after prolonged labor. In 10 cases no satisfac- 
tory explanation could be found for the death of the 
fetus. Whereas some of these deaths might be attrib- 
uted to the operation itself, it must be remembered 
that not infrequently this is also the case in fetal death 
after vaginal delivery. However, it is worth noting that 
in each instance the fetal deaths attributed to atelec- 
tasis were associated with cyclopropane anesthesia at 
operation; this agent we believe is unusually depress- 
ing to the fetus if given over a prolonged period of 
time or in excessive amounts. 


SUMMARY 


An analysis of 776 cesarean sections at the Nix Hos- 
pital in the eleven year period from 1938 to 1948 is 
presented. The cesarean section incidence rate aver- 
aged 8.4 per cent from a low rate of 5.7 per cent in 
1947 to a high of 16 per cent in 1945. 

Two maternal deaths occurred in the series, a mor- 
tality rate of 0.25 per cent, which is among the lowest 
reported death rates in any similar study. In our series 
the several years showing the highest incidence of 
cesarean sections did not reflect a corresponding low- 
ered fetal death rate. Cesarean section per se did not 
seem to be the cause for the slightly increased fetal 
mortality occurring with the operation. 

This series offers no basis for concluding that a 
cesarean section rate higher than from 5 to 6 per cent 
is justified. The American College of Surgeons is to be 


a a a ee a | 
Right. A graph which demonstrates the relationship of cesarean sec- 
tions to the fetal death rate which occurred in those babies delivered 


by section only. The solid line is the section rate and the broken line 
is the fetal mortality rate. 
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commended for its consistent effort to keep the 


cesarean section rate within the limits generally con- 
ceded to be consistent with sound obstetrics. 
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FUNCTIONAL UTERINE BLEEDING 


JULES W. VIEAUX, M.D. Dallas, 


Tue definitive work of Schroeder'® 
on “metropathia hemorrhagica” was done in 1915. 
Since that time much has been written on the subject 
of functional uterine bleeding, but only a limited 
amount of information of clinical value has been 
added. This type of bleeding comprises from 15 to 20 
per cent of all bleeding seen in gynecologic practice.'® 
It continues, however, to be one of the more unsatis- 
factory conditions treated. The identification of the 
several anterior pituitary and ovarian hormones, along 
with the development of techniques for their de- 
termination in blood and urine, has greatly advanced 
our knowledge of the underlying physiology. The 
observations of Markee’! on the mechanism of en- 
dometrial bleeding have likewise been enlightening. 
We do know more about the correlation between hor- 
monal activity and endometrial response. Neverthe- 
less, the etiology of this type of bleeding unfortunately 
still remains obscure. 


PHYSIOLOGIC PROCESS 


~ It is now clear that anterior pituitary and ovarian 
functions are dependent upon a delicate reciprocal re- 
lationship. As a result of a balanced hormonal output, 
ovulation is effected, characteristic changes occur in 
the endometrium, and regular cyclic uterine bleeding 
takes place. A disturbance at any point in this intricate 
mechanism will cause an upset in hormonal balance. 
An abnormal bleeding response then results. More 
often than not this defect appears to consist of a 
failure in the production of luteinizing hormone by 
the anterior pituitary. The follicle stimulating factor 
therefore predominates, causing the development and 
growth of multiple graafian follicles in the ovary. 
Owing to the lack of luteinizing hormone, ovulation 
fails to occur, a corpus luteum is not formed, and 
estrogen is produced in excess. A state of unopposed 
estrogen production exists. This is further promoted 
by the lack of progesterone, which is ordinarily re- 
sponsible for estrogen excretion through causing its 
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breakdown into the excretion products, estrone and 
estriol. Variations in the estrogen level probably then 
occur, inciting withdrawal bleeding. From studies on 
estrogen metabolism it has been found that estrogen 
levels which fall 50 per cent below the peak are suf- 
ficient to bring this bleeding about.'* 


On microscopic examination, the endometrium, as 
would be expected, shows characteristics of estrogenic 
stimulation. Simple hyperplasia predominates; Mazer 
and Israel'* found it in 67.7 per cent of their cases, 
Jones and Te Linde® in 66 per cent. Lower figures are 
also available, but in general hyperplasia is seen in two 
out of three patients with functional bleeding. Pro- 
liferative endometrium is next in frequency. The same 
authors found it in 16 per cent and 17.7 per cent of 
their cases respectively. Both groups of authors also 
observed atrophy of the endometrium in about 5 per 
cent. In addition secretory endometrium was noted in 
12 per cent and 5.3 per cent respectively. Abnormal 
bleeding from secretory endometrium does not con- 
form with the ordinary concept of functional bleeding, 
which is anovulatory, but it must still be so classed, 
for the pelvic organs present no pathologic change. 
Nothing is known about its mechanism, but along 
with bleeding from the mixed types of endometrium 
described by Traut?® and McKelvey,'* it is possibly 
due to the production of an abnormal form of pro- 
gesterone or a prolonged progesterone effect. 


From the practical standpoint an understanding of 
the subject of functional bleeding by the physician is 
essential. Women have never been more conscious of 
irregularities of the menstrual cycle. The extensive 
educational program now being carried out on the 
early signs of genital cancer has made most women 
view any abnormal bleeding with much concern. This 
is particularly true of those entering the climacteric, 
in which group, according to Novak,!® 50 per cent 
of functional bleeding is seen. When any such patient 
consults a physician, it is his responsibility to differen- 
tiate accurately between benign and malignant bleed- 
ing and assume nothing. Howson and Montgomery* 
have stated that even now a delay in the treatment of 
cervical carcinoma of 7.4 months and for fundal car- 


cinoma of 13.7.months may be accredited to the phys- 
ician. 
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THERAPY 
Conservative 


The treatment of functional bleeding may be either 
conservative or radical. Fortunately, most cases will 
be controlled by curettage or simple medical means. 
In only a few will elimination of the menstrual func- 
tion have to be considered. With a definite plan of 
therapy in mind, better results can also be anticipated. 

The conservative measures may be reviewed as fol- 
lows: 

Curettage.—In those patients who have been bleed- 
ing for a prolonged period of time or are bleeding 
excessively when first seen, it is well to consider im- 
mediate uterine curettage. The importance of this pro- 
cedure is directly proportional to the age of the pa- 
tient. A diagnosis of functional bleeding cannot be 
made honestly until organic disease of the uterus, both 
benign and malignant, has been ruled out by micro- 
scopic section, the material for which is made available 
by curettage. In addition, curettage may prove to be 
completely curative, as noted by Jones and Te Linde® 
in 42 per cent of their cases. If it is not, a return of 
essentially normal menstrual cycles for a number of 
months may still be obtained. Should bleeding recur, 
the curettage can be repeated or interruption by hor- 
monal means attempted. 

General Measures—At the same time any anemia 
present should be corrected by blood transfusion. This 
in itself often exerts a styptic effect. The patient's diet 
should be investigated and protein deficiency cor- 
rected. The Biskinds? have recommended large doses 
of vitamin B complex. Their studies indicate that liver 
function in functional bleeding is impaired as a re- 
sult of deficiency of the vitamin B elements. Inas- 
much as estrogens presumably are inactivated in the 
liver, this process is inadequately carried out, resulting 
in estrogen excess. More recent studies, however, 
indicate that this explanation may not be tenable. 
Since hypothyroidism undoubtedly also accounts for 
some of the bleeding, the basal metabolic rate should 
be checked. The exact nature of the thyroid-ovarian 
relationship is not known, but certainly some of the 
patients will be benefited by thyroid therapy. This 
may prove to be true even in the presence of a normal 
basal metabolic rate. 

Hormones.—Of the hormonal means of interrupting 
functional bleeding, progesterone, estrogen, and tes- 
tosterone have given the best results. The use of an- 
terior pituitary extracts appears to be more rational 
therapy, but the available preparations are still too 
impotent. Because of this factor, the majority of 
workers have discontinued the use of pituitary prep- 
arations. 

Progesterone seems to provide consistently good re- 


OCTOBER 1950 


755 


sults. It acts by reducing estrogenic activity. Prolifera- 
tion of the endometrium is stopped and secretory 
changes are induced. It may be administered intra- 
muscularly in doses of 10 mg. daily for six days. 
Allen and Heckel’ have stated that when progesterone 
is given in this manner, about one-third of the patients 
will resume normal cycles for a period of four months 
or longer; in another third there will be recurrence in 
less than four months; and the final third will develop 
amenorrhea immediately or after two or three cycles. 
Characteristically the bleeding will check markedly 
after the second or third dose although a brownish 
discharge may persist. About forty-eight to seventy- 
two hours after the last injection, progesterone with- 
drawal bleeding will usually appear and last four or 
five days. It may be somewhat heavier than a normal 
menstrual flow. Progesterone may also be given orally 
in the form of anhydrohydroxy progesterone. It must 
be remembered, however, that the oral preparation is 
at least ten times less potent. Jones and Te Linde* 
reported successful results in 90 per cent of their cases 
treated by this route. Sublingual progesterone is also 
now available and is presumably just slightly less 
potent than the oily solution. 


Estrogenic therapy has been recommended enthu- 
siastically by a number of workers. By raising the 
blood estrogens above the so-called bleeding level and 
preventing their fluctuation, this treatment averts en- 
dometrial necrosis and bleeding. The dosage depends 
on the type of estrogen employed. Daily oral doses 
are given for a period of twenty or twenty-one days, 
during which time the bleeding ceases. Estrogen with- 
drawal bleeding then ensues in from four to ten days. 
Jones and Te Linde* have expressed the belief that an 
atrophic endometrium should be a definite indication 
for this form of treatment. Karnaky® has stressed the 
value of stilbestrol. Smith?" has used estrone with good 
results. Hamblen,® on the other hand, has utilized the 
estrogens, but has combined them with progesterone 
as cyclic therapy. He advises the use of conjugated 
estrogens in the form of sodium estrone sulfate, giving 
7.5 mg. daily until the bleeding stops. This dosage is 
increased by 50 per cent if the bleeding has not def- 
initely decreased by the third day of treatment. Since 
withdrawal bleeding will occur if treatment is discon- 
tinued at this time, the maximum dosage used is main- 
tained for a period of twenty days. During the last ten 
days 10 mg. of oral progesterone is given daily for 
each 1.25 mg. of conjugated estrogens. On the fourth 
or fifth day of withdrawal bleeding 3.75 mg. of con- 
jugated estrogens daily is again started for a second 
twenty day period, during the last ten days of which 
30 mg. of oral progesterone is given daily. Hamblen 
states that three or four such series are usually enough 
to salvage normal ovarian function. This method of 
treatment rests the ovaries and stimulates normal, con- 
trolled, pituitary activity. When treatment is stopped, 
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it is hoped a normal hormonal balance will be re- 
established and regular menstrual cycles resumed. 

Testosterone produces hemostasis not only by in- 
hibiting the pituitary gland but by causing atrophy 
of the endometrium and its vascular bed. In this man- 
ner it also rests the ovary, giving it a chance to nor- 
malize. Curtis’ has been one of the more ardent sup- 
porters of this form of treatment. Hamblen,® however, 
has called it unphysiologic, empiric, expensive, and 
potentially dangerous. Curtis recommends 30 mg. of 
oral methyl testosterone daily when the bleeding is 
heavy, 20 mg. when moderate, and none when slight. 
The sublingual route also may be used for better ab- 
sorption. If this dosage proves to be inadequate, 25 
mg. or more of testosterone propionate intramus- 
cularly may be given daily or every other day until the 
bleeding stops. The total monthly dosage should not 
exceed 250 mg. and the patient should be carefully 
watched for evidence of masculinization. This type of 
therapy would seem logical in those menopausal cases 
in which the possible carcinogenic effect of the estro- 
gens must be considered. 


Radical 


Where functional bleeding cannot be controlled by 
general measures and hormonal therapy, it is occasion- 
ally necessary to resort to such radical procedures as 
Castration or hysterectomy. Castration may be effected 
either surgically or by irradiation, but in general it is 
a procedure which should be condemned regardless of 
the patient’s age. This is especially true of surgical 
castration, which is still practiced at times but for 
which there is definitely no indication. How often 
have patients stated that one or both of their ovaries 
were removed because of complete destruction by 
small cysts? The ovaries in the functional bleeder are 
usually somewhat enlarged and contain a number of 
small cystic follicles but certainly are not pathologic. 
In this regard, therefore, it may be well to state that 
laparotomy should never be considered in these pa- 
tients unless hysterectomy is deemed necessary. Only 
then and in the older menopausal patient may an 
exception be made and the ovaries be removed at 
the same time as a prophylactic measure. 


The question of whether hysterectomy or castration 
by irradiation is the treatment of choice is likewise a 
subject which is open to considerable argument. Prob- 
ably far too much radium therapy is used because of 
its ease of administration or the fact that it may be 
more readily sold to the patient than a major opera- 
tion. For all other uterine conditions where hysterec- 
tomy is indicated the cervix is removed to dispose of 
a potential source of cancer. Radium is still applied 
freely and the entire uterus left intact despite the fact 
that as far back as 1935 Crossen and Hobbs* thought 





that endometrial hyperplasia might be a predisposing 
factor to fundal carcinoma. 

More recently Corsacaden, Fertig, and Gusberg* 
have pointed out an increased incidence of endo- 
metrial cancer following the intrauterine application 
of radium for benign bleeding. In their series of 
cases it was 3.4 times as frequent as. in the population 
at large. This observation has since been corroborated 
by Speert and Peightal.!® The time interval between 
treatment in their patients and the appearance of en- 
dometrial cancer was eight years. These findings are 
supported experimentally, for it has been known for 
some time that the irradiation of benign cells in tissue 
culture will cause them to assume malignant charac- 
teristics. By the same means uterine cancer has been 
produced in rabbits.1° Thus it would seem more ra- 
tional and safe to remove the uterus in those patients 
demanding radical treatment and limit the use of 
radium to patients who are poor operative risks or 
refuse major surgery. 


RESULTS 


In the proper handling of a functional bleeder the 
results of treatment often tend to be disappointing 
and recurrences only too frequent. A certain percent- 
age of cases, especially at the menarche, will cure 
spontaneously. Another group will respond to almost 
any accepted type of conservative therapy. This still 
leaves a rather large group in which bleeding will 
recur in spite of treatment. 

In this last group conservatism cannot be empha- 
sized too strongly. Often because of pressure from the 
patient or fear by the physician that she may seek care 
elsewhere, some form of radical therapy is instituted 
too hurriedly. In the younger age group genital cripples 
may result. At the menopause patients will be un- 
necessarily subjected to the risks of surgery or irradia- 
tion. Accordingly, it is well to impress upon the 
patient the fact that she may have further episodes 
of abnormal bleeding. If she is in the childbearing 
age, she should be informed that it is to her advantage 
to tolerate repeated attempts at interruption by con- 
servative means in order to maintain her ability to 
conceive. When she has her family and is approaching 
the menopause, methods of totally eliminating the 
menstrual function may then be considered if neces- 
sary. The menopausal patient should be managed in a 
similar manner, emphasizing the impending physio- 
logic cessation of the menstrual flow. With this phi- 
losophy the vast majority of cases will be controlled, 
patients satisfied, and a minimum of uteri and ovaries 
sacrificed. 


SUMMARY 
Dysfunctional uterine bleeding is discussed with 
conservative treatment being emphasized. General and 


hormonal methods are recommended. The administra- 
tion of estrogen, progesterone, and testosterone is out- 
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lined. The merits of surgery versus irradiation therapy 
as radical measures are weighed. It is believed that 
castration by either means is undesirable. The possible 
carcinogenic effect of irradiation is pointed out. 
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DIABETIC PATIENT IN INDUSTRY 


About 250,000 diabetic persons are in the labor force in 
the United States and the number is increasing yearly, Metro- 
politan Life Insurance statisticians report. Studies show that 
the work record of diabetic persons in industry is generally 
satisfactory as compared with nondiabetic persons. 

The increase in the number of persons with diabetes who 
are employed reflects their gain in longevity and also that 
because of insulin, few diabetic children now die of the 
disease but grow up to become productive members of 
society. 

Most workers with diabetes are more than 40 years of 
age and are valuable employees because of their long service 
and experience. Although their absenteeism rate is a little 
higher than that of nondiabetic persons, not much of the 
time lost is due to the disease. Neither is their accident 
rate unfavorable. 
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ABSTRACT OF DISCUSSION 


Dr. JOHN DELANY, Galveston: One of the most difficult 
things about functional uterine bleeding is the establishment 
of an accurate diagnosis. As its diagnosis is made by exclu- 
sion, all studies, both local and general, should be exhausted. 
It is well to remember that during treatment, and particularly 
endocrine therapy, which may often be prolonged over 
periods of many months, the true pathologic cause may be- 
come obvious. Also, endocrine therapy may be thought of as 
a sort of therapeutic test. If bleeding is uninterrupted, or 
irregular bleeding persists after adequate therapy according 
to the present standards outlined by Dr. Vieaux, it is indica- 
tive of an incomplete diagnosis or of some pathologic condi- 
tion besides an abnormally functioning endometrium. It is 
also well to remember that other pathologic lesions can exist 
with or be superimposed on preexisting functional uterine 
bleeding. 

In a review of 400 patients with an admitting diagnosis 
of abnormal uterine bleeding 64 were classified after careful 
study as having functional uterine bleeding. Follow-up studies 
on these 64 patients revealed final diagnoses of submucous 
fibromyoma 6, carcinoma of endocervium 3, carcinoma of 
body 1, endometrial polyp 2, and myelogenous leukemia 1. 

In the young woman with functional bleeding, hysterec- 
tomy is contraindicated. Hysterectomy in the adolescent girl 
is a major tragedy. Here also, amenorrhea induced by irradia- 
tion might be even more tragic than a hysterectomy, because 
along with the abolishment of the menstrual function, the 
glandular system also may be permanently disordered, in spite 
of controlled dosage of irradiation. 

In the oldér woman whose functional bleeding is such that 
radical measures are necessary, hysterectomy is indicated. 
Irradiation therapy should be reserved for the treatment of 
inoperable pelvic malignancy. 

I recently had 2 women referred to me for recurrent 
uterine bleeding. Both had received irradiation elsewhere 
for what was termed functional uterine bleeding, and both 
had remained free of symptoms for several years. Examina- 
tion of one showed a sarcoma of the uterus with extension 
into the left broad ligament. The other showed an infiltrating 
adenocarcinoma of the fundus. Both of these patients could 
have been saved by a timely hysterectomy. 


Workers who become diabetic seldom need to change their 
jobs, although in exceptional cases a shift may be made be- 
cause of a change in the patient’s physical condition. The 
guiding principle is that a diabetic person should not be in 
a position where, as a result of insulin reaction, he would 
endanger the lives of others as well as his own. 


Film on Nation’s Health 


“M. D.—the U. S. Doctor’’ is the title of a documentary 
film which was released nationally in September. The film, 
produced by Louis de Rochemont, was first shown at the 
San Francisco meeting of the American Medical Association 
last June. One of a series entitled “The Reader’s Digest on 
the Screen,” the film pictures the career of Dr. George Bond, 
a 34 year old general practitioner of Hickory Nut Valley, 
N. C., and traces the life of a young medical student through 
seven years of medical school, internship, and residency in 
a modern American teaching hospital and medical center. 
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Organization, Aims, and Results 


A. LOUIS DIPPEL, M.D., Houston, 


Tue woman undertaking mother- 
hood should travel the paths of pregnancy, labor, de- 
livery, and the puerperium without any ill effects 
either to herself or to the offspring, and her subse- 
quent health should continue to be as good as before 
she conceived. This must be the aim of every ob- 
stetrician, and to attain this goal every physician 
accepting a pregnant patient for care must be thor- 
oughly familiar with, and able to prevent or to treat, 
all conditions that could interfere with this required 
end result. A careful study of the causes of maternal 
deaths is of particular value to such physicians inas- 
much as it will acquaint them with the potential and 
the actual hazards of pregnancy. This must apply to 
the internist, cardiologist, urologist, or any other phys- 
ician treating the complications of pregnancy as well 
as to the physician supplying prenatal care. 


NEED FOR STUDY 


The term “maternal mortality” indicates the death 
rate among pregnant and puerperal women. There 
has never been general adoption of any single inter- 
pretation of this term, so that much confusion has re- 
sulted. This is particularly true when statistical com- 
parisons are made of mortality rates in different 
countries where uniformity of standards does not exist. 
Moreover, such differences are not limited to coun- 
tries but are equally applicable to states in the union 
and even to cities within a particular state. There has 
been fairly general acceptance of 1,000 live births 
as the denominator for the number of maternal deaths 
in calculating the “maternal mortality rate.” The use 
of this denominator is not only ridiculous but also 
statistically erroneous inasmuch as it excludes abor- 
tions and stillbirths, whereas mothers succumbing in 
association with these complications comprise a con- 
siderable percentage of the numerator. The only fair 
way to compute maternal mortality statistics is on the 
basis of all deliveries, regardless of the condition of 
the baby at birth or the advancement of pregnancy 
at death. However, it has been shown! that the ma- 
ternal mortality rate is essentially identical whether 
the denominator is 1,000 reported or 1,000 live 
births. 
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The most serious differences in maternal mortality 
rates in different localities occur in the numerator. 
Strictly speaking, all deaths, whether due directly or 
indirectly to the pregnant state, should be included. 
In this age of high specialization, there is too strong 
a tendency for the obstetrician to focus his exclusive 
attention on the genitals and never to view the ma- 
ternal organism as a whole. The normal and the pos- 
sible pathologic effects of pregnancy reach so far 
beyond the realm of the genitals that the obstetrician 
cannot justify such a keyhole viewpoint. Furthermore, 
it is this limited visualization which frequently in- 
terferes with the obstetrician’s clear thinking in the 
matter of whether the particular death was due to 
some independent, nonobstetric cause or directly to 
changes produced or abetted by physiologic or patho- 
logic changes in pregnancy. Correction of death rates 
always produces greater differences of opinion which, 
if carried to the ultimate, do not arrive at corrected 
but at imaccurate or even padded figures and rates. 
Studies of the Harris County Maternal Mortality Com- 
mittee indicate that up to one-third of all adult deaths 
associated with pregnancy, labor, delivery, and the 
puerperium could conceivably be classified as not di- 
rectly due to pregnancy. If any particular maternal 
mortality rate excludes all these, and there can be 
no doubt that many rates do exactly this, that rate is 
an understatement by up to 35 per cent. 


Another point of confusion in calculating maternal 
mortality rates, but one of lesser degree, deals with 
the length of the puerperal state. Some rates exclude 
deaths occurring after six weeks following delivery, 
others after three months. These are arbitrary periods 
of time, and diseases do not always limit themselves 
so conveniently. Examples may be in patients with 
tuberculosis or with heart disease in whom the lesions 
advance during pregnancy or labor. The patient even- 
tuaily succumbs to this disease, the severity of which 
was caused or aided by the pregnancy. If continuity 
has been established, there can be no logic for ex- 
cluding the death from a maternal mortality study 
no matter how long after delivery the final episode 
occurs. 


Although reports rarely indicate their standards, 
all have shown a tremendous decrease in the loss of 
adult lives associated with pregnancy and the puer- 
perium. Such improvements are present in all civilized 
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countries where vital statistics are kept. They are 
not limited to the recent past but date back to at least 
twenty years ago. This improvement is graphically 
shown in figure 1, compiled from statistics for the 
whole of the United States registration area. Here it 
is seen that the salvage of maternal lives has in- 
creased in all of the classifications of causes of death. 

This improvement has been sustained, has been 
generalized for the civilized world, and does not cor- 
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Fic. 1. Graph showing maternal mortality rates in the birth regis- 
tration area of the United States for the years 1930 through 1948. 


relate with any single specific change in medical 
practice. Therefore, it apparently has been due to a 
multitude of factors among which must be included 
general improvement in medical practice, discovery 
and rather general adoption of chemotherapy, increase 
in specialization, introduction and spread of post- 
graduate and refresher courses, greater use of blood 
transfusions through blood banks and more readily 
available donor lists, education of the public to the 
greater advantage of registration for prenatal care 
earlier in pregnancy, freer use of the advantages of 
consultation, reduction of home deliveries at least for 
the primigravida and the complicated multipara, and 
the spread of maternal mortality studies. It must be 
recalled that the period of time covered in these re- 
ductions in maternal mortality rate include such med- 
ical advancements as increase in life expectancy from 
41.8 years in 1900 to 67.7 years today and reduction 
in industrial lay-off due to illness from 27 days per 
year in 1900 to 6 days per year now. 

The maternal mortality rates for Texas and for its 
three largest cities for more recent years are shown 
in figure 2. Included in it are the levels which Shep- 
ard* designated as high, moderate, and low. When 
we view these graphs and bear in mind that it has 
been estimated that the irreducible maternal mortality 
rate is of the order of 1 per 1,000 live births, we 
might feel a measure of pride in the results of the 
past six years. These gratifying results, however, should 
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not lull us into a sense of self security, for any ma- 
ternal mortality study will show that there is still 
ample room for improvement. It will also show that 
many lives now being lost can be saved and that the 
former estimated irreducible maternal mortality rate 
of 1 was liberal and should be revised. 

In Texas during 1948, when 196,379 children were 
born alive, 308 mothers were lost. Without knowing 
the number of motherless children left behind, this 
represents a considerable economic loss. Obviously 
many of these deaths could and should have been 
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Fic. 2. Graph showing the maternal mortality rates for Texas and 
its three largest cities. 


prevented. Without exhaustive analysis of each death, 
it is not possible to ascertain which were preventable 
and which’ were not. However, if we temporarily 
accept the older figure for the irreducible maternal 
mortality rate, in 1948 Texas lost 110 mothers who 
should not have been lost. This should arouse any 
physician caring for pregnant women to the point 
that renewed efforts would be made to increase the 
salvage rate from these potential losses. 


What better way could there be of determining 
how, if possible, to reduce the maternal mortality 
rate than to study the cases lost? Of course, this is 
not the only approach to ascertain wherein obstetric 
practice is failing to attain the goal established by our 
obstetric teachers. Obviously, a fertile field for such 
an inquiry would be the “near hits,” that is, the cases 
associated with stillbirths and neonatal deaths. Ex- 
cept on a limited scale, such as on a teaching service 
or in individual hospitals, this would be a consider- 
able undertaking. However, the advantages of a ma- 
ternal mortality study are well established and its 
possibilities should not be overlooked by any for- 
ward looking medical group. 


ORGANIZATION AND METHODS 


Three years «.go the Harris County Medical Society's 
Maternal Mortality Committee was reactivated. Dur- 
ing the war years, when it had been originated, its 
activities had been hampered by lack of personnel 
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with time to devote to such research and by travel 
difficulties, although the study has never extended 
beyond the deaths occurring within the confines of 
Houston since there is no organization of the Bureau 
of Vital Statistics in Harris County outside Houston. 
Maternal mortality committees are not new. They 
have been in progress for a good many years in some 


of the larger cities; only rarely have they included 
statewide deaths. 


All maternal mortality studies have the same aims, 
namely, to ascertain the deficiencies in obstetric care 
as revealed bv this limited segment of the obstetric 
population, to determine how obstetric practice can 
be improved in its various phases in order to lessen 
the loss of tives of mothers, and to aid generally in 
reducing the maternal mortality rate. It is, therefore, 
an educational program for its particular locale. The 
method of approach in these studies has not varied 
greatly. Ours has deviated in certain basic principles 
and we believe it one of the few which collects ex- 
haustive data. 

The personnel of the committee is of the utmost 
importance if the work and deliberations are to be 
carried out with dispatch and are to acquire the 
respect of the profession. Our committee contains both 
American Board certified obstetricians and general 
practitioners including obstetrics in their practices. 
There are several younger specialists who have re- 
cently completed acceptable residencies in obstetrics 
and gynecology and upon these investigators. is de- 
pendent much of the laborious groundwork. The sta- 
tistician of the City Health Department's Bureau of 
Vital Statistics is an important asset to the commit- 
tee’s deliberations. The committee is rounded out 


by an outstanding pathologist, an internist, and a 
medical anesthetist. 


The Bureau of Vital Statistics has been the greatest 
source of locating actual and possible maternal deaths. 
The only other reliable source has been physician 
friends of the committee; hospitals and physicians in 
general cannot be depended upon to supply the de- 
sired informaticn. The Bureau supplies the committee 
with a photostatic copy of the maternal death cer- 
tificate. If there has been an associated reportable 
birth or stillbirth or neonatal death, photostatic copies 
of these are included. Maternal mortality studies in 
Texas are handicapped by the absence on the official 
death certificate of a space requesting mention of 
recent or associated pregnancy if there has been one. 
Physicians filing death certificates frequently over- 
look the importance of including any mention of these 
on the Texas form. Our Bureau of Vital Statistics 
has partially solved this handicap through a laborious 
task. Specifically, the death certificate of every woman 
in the childbearing years without mention of preg- 





nancy is taken to the birth certificate files for a 
search of these for a reported birth in the recent 
past. The only maternal deaths missed are those in 
which the death certificate failed to mention asso- 
ciated or recent pregnancy and in which there was 
neither reported nor reportable birth. 

Receipt of this information sets off a series of 
moves designed to collect the pertinent data before 
the attending obstetrician has a chance to forget de- 
tails which may have been important for a true evalu- 
ation of the case. The Harris County Medical Society 
writes the signer of the death certificate a note to 
remind him that within a few days he will be com- 
municated with by a member of its maternal mortality 
committee. The case is also assigned to one of the 
committee’s interviewers, who receives this assign- 
ment in rotation with his fellow investigators. The 
interviewer proceeds at his earliest convenience to the 
hospital where death occurred and there, armed with 
an 18 page questionnaire, fills in important data. 
Next, he interviews by appointment the signer of 
the death certificate and completes the questionnaire. 
All consultants in the case are also interviewed by 
appointment. Finally, he writes a chronologic sum- 
mary of the case before turning over the file for that 
case to an older member of the committee. The latter 
reviews the written record, which by this time should 
include a copy of the autopsy protocol, and again 
summarizes the case, including analysis of the care 
given in every obstetric phase, criticism, and apparent 
cause of death as revealed by the study. The file is 
now ready for final discussion by the committee as 
a whole. 


The committee's deliberations thus far have been 
strictly in closed session. This is in contradistinction 
to the activities of many other maternal mortality 
committees. Our group elected to act ih silence since 
this method al!owed more frank discussion without the 
possibility of exposition of or open pain to involved 
physicians or institutions. This system offered equality 
and justice to all since there could be no external 
influences to interfere with each member's reasoning 
or expressions. We recognize this as a possible weak 
link in the program since it does not afford imme- 
diate and general dissemination of the information 
gathered, criticism offered, and suggestions to be made 
for improvement. However, we believe that this ob- 
jection is outweighed by the advantages gained and 
that we are compensating for this deficiency by meth- 
ods of dissemination to be enumerated later. 


The prepared case is presented to the committee as 
a whole by the older member presenting his complete 
summary with analysis, presumed causes of death, and 
assumed preventability of death. The investigator fol- 
lows this presentation with his own summary in hand 
so that misinterpretations can be corrected. The case 
is presented with complete anonymity, the reviewer 
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and the investigator alone knowing anything about 
the identity of the patient, the physician, or the hos- 
pital. No case is brought up for discussion in the 
presence of a committee member who was involved 
in the case either as physician-in-charge or as con- 
sultant. Usually frank and free discussion follows the 
presentation. Preventability of death and fixation of 
such responsibility is eventually agreed upon before 
the case is completed to become the property of the 
county medical society. 


Dissemination of the acquired information has 
been of much concern to our maternal mortality com- 
mittee, for its educational value must be exploited to 
the fullest if the committee is going to justify its 
existence. An annual report, which is primarily statis- 
tical, is presented to Harris County Medical Society 
at the close of each year and is published in a local 
medical journal. More recently, the signer of each 
death certificate has been forwarded a condensed sum- 
mary of his case with criticism and suggestions. Groups 
of physicians, especially individual hospital staffs, have 
been encouraged to request review of their cases by 
committee representatives but the response has been 
neither great nor sustained. This past year it has been 
decided to have the committee sit in session to de- 
liberate over selected cases before the county medical 
society, but these plans have not yet been consumma- 
ted and will probably be included in next year’s plans. 
The same is true of presentations of selected diseases 
responsible for appreciable numbers of maternal deaths 
in our locale. Other methods of getting the accumu- 
lated data back to the physicians caring for these cases 
ending fatally must be found and utilized. 


IMPROVEMENT AND PROBLEMS 


Precisely what can these analyses show and what 
can be done with them to reduce the maternal mor- 
tality rate? Aithough our committee has been a posi- 
tive influence for only three years, some of its findings 
and some of the changes which have followed point 
the way to a reduction in the loss of obstetric patients 
in Our City. 

One of the earliest evidences of improvement in the 
care of the abnormal obstetric case in the past three 
years has been the better organization of maternity 
staffs in our hospitals. Along with this has been the in- 
creased use of consultation. Whether this be on a vol- 
untary or a regulatory basis depends upon the partic- 
ular institution. However, at any of them, consultation 
is available for all abnormal cases—real or suspected 
pathologic conditions. The motivating action is to ob- 
tain the maximum and best available care for the well- 
being of the patient, and economic gain is not an item. 
Actually, consultation fees are not regularly charged 
and all of the specialist group are available without 
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charge if the consultation is regulated by the hospital 
or the patient is unable to pay additional medical fees. 
The patient invariably remains in the charge of the 
original physician with the consultant his aid or super- 
visor as long as the emergency requires. In this way 
many fears and barriers have been and are being 
broken down while the patient receives additional 
care. 

The annual reports have outlined minimum stand- 
ards for each phase of routine obstetric care and have 
shown where such care in Houston has been deficient. 
In this respect, those reports have definite educational 
value and try to bring newer methods to the more 
casual obstetrician. The newest of these, perhaps, is 
the inclusion of the determination of the Rh factor at 
the first prenatal visit. 

Each year the cesarean section statistics for all Hous- 
ton hospitals have been compared and the hazards to 
both mother and child in this major obstetric delivery 
have been emphasized. This has placed our hospitals 
on a competitive basis and those with unnecessarily 
high rates, that is, poorly controlled consultations and 
more or less unlimited indications for this added-risk 
delivery, have generally shown substantial reduction 
in their rates, even lower infant and maternal mor- 
tality rates following cesarean section. It is of some 
interest that during the third year of this study there 
were no mothers lost with the 347 cesarean sections 
done in the city. This is compared with the first year of 
the study when 3 of the 41 maternal deaths followed 
cesarean settion and the maternal death rate after 335 
cesarean procedures in the city was 2.2 per cent. 
Comparable figures for the second year were 4 of 32 
maternal deaths and 1.2 per cent of the 329 cesarean 
sections. 

When this committee began to function, the an- 
esthetic problem in Houston hospitals was loaded with 
legal dynamite. Acceptable anesthetists were not avail- 
able for all obstetric deliveries; actually in many in- 
stances untrained nurses and house officers adminis- 
tered anesthesia in routine cases. This state of affairs 
is presumed to have resulted from the war shortage 
and the relatively tremendous growth of Houston. 
However, directly as a result of this situation anes- 
thetics accounted for 10 per cent of maternal deaths 
in our first year or for the death of 25 per cent of 
those patients receiving anesthetics for delivery. The 
findings of the committee became comnion knowledge 
early that year; corrective measures were instituted at 
the responsible hospitals; and the maternal loss was 
reduced thereafter to perhaps a lower level than it 
otherwise would have been. During our second year, 
there were again 4 maternal deaths attributable to 
anesthetics, but in the third year in only 1 of 17 
maternal deaths was an anesthetic implicated. 

Our committee analyzes the completeness of ma- 
ternal death certificates and of associated birth and 
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infant death certificates. Marked lack of interest in the 
completeness and/or accuracy in these instruments of 
vital statistics is always found. To revive interest in 
these records and to improve the quality of our vital 
statistics, Harris County Medical Society has appointed 
a committee to confer with the statistician of our city 
Bureau of Vital Statistics and especially to review sus- 
picious death certificates and to aid in getting these 
revised into clearer terminology along standard lines. 
The functions of this committee cannot be elaborated 
upon since it has only recently gone into action. 


Live birth, stillbirth, neonatal birth, and abortion 
rates for the various Houston hospitals are compared in 
much the same fashion as are their cesarean section 
statistics. In this way it is hoped to place them in a 
competitive position and spirit. The comparisons show 
considerable differences and obviously implicate types 
of care given in most instances. One of the most start- 
ling revelations shown in this phase of the study is 
the degree of discrimination against abortions shown 
by some hospitals, for in at least two it is absolute. 
Maternal death rates for each hospital are given, but, 
as with all published data on these case studies, the 


hospitals are not named but are represented by letters 
of the alphabet. 


The statistical analysis of our case studies has re- 
peatedly shown that the most serious current obstetric 
problem has to do with the Negro race. That this is a 
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Fic. 3. Graph showing the maternal mortality rates by race in the 


birth registration area of the United States for the years 1930 through 
1948. 


nationwide problem is shown in figure 3. In Houston, 
Negroes account for ofly approximately 20 per cent 
of the total births, yet more than 40 per cent of the 
maternal deaths occur in Negroes. This problem has 
attracted comparatively little national attention al- 
though all available figures indicate that in all parts 
of the United States the maternal mortality rate is 
from two to two and one-half times as high in the 
Negro as in the white race. There has been a fall in 
the maternal mortality rate for Negroes, but it is 


lagging about ten years behind the maternal mortality 
rate for whites. Some of the reasons for this differen- 
tial are within our control. One of these in Houston is 
the hospital bed situation. Three years ago there were 
more than 80 deliveries per available obstetric bed 
for Negroes per year as compared with 61 for the 
white race. Since that time the unbalance in hospital 
beds has been exaggerated rather than improved since 


50 more white but less than 20 more Negro beds have 
been made available. 


CONCLUSIONS 


These examples of problems discovered or empha- 
sized by a maernal mortality study are illustrative of 
what the medical profession is faced with, and they 
point the way toward steps to be taken before positive 
and lasting reductions in maternal loss can be effected. 
They do not exhaust the problems and possibilities in 
our city. Moreover, each locale will have its own 
peculiar circumstances and problems which produce 
loss of adult lives associated with pregnancy, labor, 
delivery, and the puerperium. 
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ABSTRACT OF DISCUSSION 


Dr. R. L. GROGAN, Fort Worth: It is my impression that 
the Harris County Maternal Mortality Committee is func- 
tioning satisfactorily, but it has been general experience that 
where deaths occur, it is difficult to get complete cooperation 
from the attendan: in charge. However, we in Tarrant County 
are still working on the problem and hope soon to have a 
complete set-up; I admit that it is copied from and almost 
a replica of that of Harris County. 

Sometime ago I reported maternal mortality statistics for 
Tarrant County as well as Harris County and found that the 
mortality rate had been reduced to an almost irreducible low. 
The 1949 report for the entire state showed 1.3 maternal 
deaths per 1,000 live births. It is a well accepted fact that 
in large industrial centers, especially where there is a mixed 
population, the maternal mortality rate is higher; therefore 
it is easy to see why in Tarrant County a level of .4 maternal 
deaths per 1,000 live births is possible. We have fewer 
Negroes and fewer Mexicans per 1,000 population than does 
Harris County. 


With the minimal cases of tuberculosis, diagnosis is rarely 
the clear-cut matter it is in more active, progressive, and 
advanced cases. It may involve, frequently, the most tedious 
follow-up and most painstaking analysis and evaluation. 
These are the lesions which, under normal circumstances, 
rarely get the doctor’s care because of their obscurity and 
elusiveness—those which may be forever the “silent” lesions 
in tuberculosis—Robert J. Anderson, M. D., Journal-Lancet, 
April, 1950. 
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GLUCOSE TOLERANCE TESTS 


Relative Validity of Four Different Types of Tests 


JOHN H. MOYER, M.D.,* 


As early as 1917, Hamman and 
Hirschman? first suggested following the blood sugar 
level after the ingestion of a standardized oral dose of 
glucose as a method for the clinical evaluation of car- 
bohydrate metabolism. Numerous variations of this 
original “standard test” have been devised and used 
as a means of estimating the patient’s ability to utilize 
carbohydrate. At present the most widely used are 
(1) the standard oral one-dose test, using 100 Gm. of 
glucose; (2) the one-hour, two-dose test devised by 
Exton and Rose!; (3) the intravenous test®; and (4) 
the postprandial test, which is done by determining 
the blood sugar level from two to two and one-half 
hours after a standard meal. 

The present study was initiated because of discrep- 
ancies encountered in evaluating Army personnel if 
more than one of these four types of tests were em- 
ployed on the same patient. This difficulty was ac- 
centuated by the exacting diagnostic conclusions re- 
quired by disposition and retirement boards. 


METHOD 


In an attempt to determine the significance of these 
inconsistencies, all four tests were done on each of 
103 control subjects. These were all men in good 
health, with ages ranging between 17 and 68 years. 
The average age was 28. Obese persons were excluded, 
only 3 subjects exceeding the average for their height 
and age by more than 20 per cent. None had a family 
history of diabetes. In addition to the control subjects, 
the tests were also carried out on a second group of 
26 patients with unequivocal clinical evidence of 
diabetes. 

The four types of tests were done consecutively on 
all persons in both groups. All were placed on an 
antecedent diet of 280 Gm. of carbohydrate, 100 Gm. 
of fat, and 100 Gm. of protein for a minimum of five 
days before testing. At least two days were allowed 
between tolerance tests. Physical activity during the 
study was limited to the hospital, but not restricted 
within the hospital. 

The techniques of testing were as follows: 


Standard Oral Test (One-Dose).—Fasting blood 
and urine samples were obtained, after which the 
subject was given 100 Gm. of glucose in 600 cc. of 
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water flavored with lemon juice. Blood and urine 
specimens were obtained at intervals of one-half hour, 
one hour, two hours, and three hours following inges- 
tion of the sugar. 

One-Hour, Two-Dose Test (Exton-Rose).—Fasting 
blood and urine specimens were obtained. The sub- 
ject was then given 50 Gm. of glucose in 300 cc. of 
water flavored with lemon juice. One-half hour later 
blood and urine samples were secured, and the sub- 
ject was immediately given another 50 Gm. of glucose. 
Blood and urine samples were obtained one-half hour 
later, and, in a few cases, one hour still later. 

Intravenous Test—The fasting blood and urine 
specimens were secured, and the subject was given .an 
intravenous infusion of 0.5 Gm. of glucose per kilo- 
gram of ideal body weight. In cases in which this 
amounted to less than 25 Gm. of glucose, the subject 
was given a 25 Gm. dose. The glucose was dissolved 
in 300 cc. of normal saline solution and administered 
over a minimum of twenty and a maximum of thirty 
minutes. Urine specimens and blood samples were 
obtained one-half hour, one hour, two hours, and 
three hours after starting the infusion. 


Postprandial Test—The postprandial blood sugar 
determinations were made two hours after a standard 
meal consisting of 100 Gm. of carbohydrate, 35 Gm. 
of protein, and 35 Gm. of fat. 

All tests, with the exception of the postprandial 
blood sugar determinations, were done in the morn- 
ing after a twelve hour fast. Venous blood, drawn 
within twenty seconds after the application of the 
tourniquet, was used for blood sugar determinations. 
These were done after the tungstate precipitation 
method of Folin and Wu,? using a photoelectric 
colorimeter. 

Tables 1 and 2 show the raw data obtained from 
the tests. 


INTERPRETATION 


Our first aim was to determine normal values and 
ranges for each test. The tests were then compared 
with each other as to both specificity and sensitivity. 

Standard Oral Test (One-Dose).—Fasting blood 
sugar levels if elevated above 120 mg. per 100 cc. 
(mean plus 2 standard deviations) appeared to be 
specific for abnormality of glucose metabolism, but 
highly insensitive. In the diabetic patients only 65 
per cent were abnormal. 





TABLE 1.—Tabulation of Blood Sugar Levels During Glucose Tolerance Tests on 103 Control Patients. 


Postprandial 
Patient Age Hr. Wt. Standard Oral Test Exton-Rose Test Intravenous Test Test 


No. (yr.) (in.) (1b.) F Whe. thr. 2hr. 3 hr. F Whe. lhe. 2 hr. F Wher. lhr. 2hr. 3 hr. 21 hr. 


2> 70:33 126 93 117 84 69 69 96 114 104 100 355 123 100 110 79 
28 68.5 162 3 i586 152 100 . 73 94 123 200 9 68 TIS 105 88 84 


24 67.0 134 147 124 82 89 106 159 135 9 233 1235 75 83 100 
18 82.5 209 153 141 120 84 4.155 Taz 105 235 80 80 100 95 
52 72.0 120 176 153 82 63 112 135 100 102 323 282 102 72 105 
18 71.0 145 159 153 88 92 100 147 (171) 93> 213 145 95 88 90 
17 67.0 130 141 106 106 = 89 206 333 1i2 95 210 105 85 108 32 
18 70.5 150 147 147 117 74 100 153 141 115 170 85 92 92 90 
19 75.0 180 163 158 90 77 106 182 210 SO 235 215 i106 95 105 


36 69.0 155 ] 146 123 76 «= G1 150 131 76 164 92 61 54 90 


40 70.5 185 124 133 64 54 141 (168) 86 186 109 86 81 111 
18 68.0 139 118 109 114 54 114 100 104 187 104 61 61 81 
28 66.0 134 124 100 94 72 122 72 110 143 67 67 100 7 
a2 728 ii 166 150 100 151 129 105 275 90 75 95 105 
32 70.5 166 iz? 112 ._ 100 130 120 84 141 25 54 54 7 
27 (75.0 159 135. 114 105 100 150 83 209 93 83 89 109 
47 70.0 240 134 107 86 103 123 111 206 97 94 97 105 
22 71:0 168 141 132 100 122 95 100 195 93 98 98 (136) 
24 72.0 167 143 132 76 Sf 61355 Gf 251i + i235 73 129 
24 68.0 120 163 131 105 160 130 100 305 153 85 110 


30 70.0 189 t53° 121% “105 a7z. 455 105 160 130 100 105 
18 70.0 147 ies) |6Nae 80 172 (167) 95 171 110 86 90 
19 70.0 156 132° 132 88 138 (176) 92 232. 122 85 125 
25. 71.0 202 185 202 120 139 129 92 215 115 72 108 
19 72.0 148 133 114 110 107 78 105 160 125 110 123 
27 67.5 130 159 109 76 143 (163) 90 250 175 110 155 
19 71.0. 125 129 105 67 131. 135 240 125 95 119 
22 62.0 96 142 120 = 75 157 138 356 215 86 123 
20 67.0 152 162 147 96 133 125 260 180 100 108 
29 69.0 151 161 138 138 146 190 140 (120) 105 


24 69.0 124 130 108 97 145 136 282 177 108 
19 735 147 114 108 £97 t27 «(332 244 126 87 
25 708 153 134 118 137 | 7 a>. «137 91 
38 68.0 195 223 109 210 223 295 185 107 
18 66.0 155 i> 4255 149 154 261 174 88 
17 72.0 149 432.127 127 109 192 132 96 
26 74.0 176 163 131 119: 134 248 109 76 
31 66.0 120 1i2. 138 68 124 158 108 0 
23 68.5 150 162 132 195 137 230 100 

30 70.5 147 135 166 105 100 167 111 


52 66.5 134 110 150 124 129 151 95 
54 69.0 128 181 91 159 150 172 112 
32. fan Soe 182 195 154 140 255 180 
22 70.0 164 133 245 92 130 186 117 
38 71.0 180 £32. 121 145 154 145 109 
22 67.0 140 139 129 159 (172) 224 133 
29 68.5 165 114 110 108 127 226 174 
19 78.0 170 123 118 109 100 205 148 
19 66.0 111 164 126 161 156 176 107 
55 67.0 160 140 150 its 136 184 179 


49 70.5 165 a2 125 122 109 248 143 
54 68.0 140 200 211 i77 239 205 145 
32 69.0 180 203 144 117 130 136 118 
21 74.0 167 131... 159 125 «227 246 146 7¢ 84 
20 69.0 141 176 151 146 127 266 107 3 104 
3? «670 153 115 150 27° 7 200 146 96 
21 71.0. 170 112 73 114 100 392 250 83 
51 70.0 160 146 139 167 158 292 146 81 
35 68.0 170 177° 1129 128 127 280 143 90 
22 69.0 170 210 167 130 (178) 254 188 82 


23 68.0 147 121 98 106 77 242 87 84 
20 68.5 157 144 109 i47 89 216 86 103 
42 67.0 122 124 165 5 161 148 200 144 86 
36 68.5 180 130 146 : 555°: ‘120 200 100 75 
68 71.0 144 ; BTX 4253 118 148 148 120 115 
23, 75.0 156 145 95 > 138°. 124 172 69 91 
40 74.0 183 182 147 137 90 240 3865 105 
2) ten 156 146 132 150 127 155 68 69 
36 G25 t14 165." &TS 184 (178) 247 182 97 100 
18 69.5 150 158 100 156 117 253 100 88 100 


20 71.0 150 148 123 129 92 265 188 94 87 132 
19 69.0 141 195 100 132: 116 470 141 83 103 105 
24 68.5 129 115 93 139 «111 265 165 88 97 79 
32 71.0 180 123 145 oy 1at 306 223 90 100 87 
54 69.0 141 130 130 178 (161) 235 +141 88 90 95 
42 71.0 156 145 138 144 144 200 141 72 100 98 
38 69.5 139 130 90 128 117 221 #108 74 98 118 
2? G55 130 150 145 172 189 216 108 87 98 95 
29 69.0 137 173 . 105 127 100 194 106 85 97 103 
34 67.0 136 133 100 147 124 200 129 74 100 95 
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TABLE 1.—Tabulation of Blood Sugar Levels During Glucose Tolerance Tests on 103 Control Patienis—Continued. 
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Postprandial 
Patient Age He We. Standard Oral Test Exton-Rose Test Intravenous Test Test 
No. (yr.) (in.) (Ib.) F Wher. lhe. 2he. 3 he. F Whe. lhe. 2 he. F Whe. thr. 2he. 3 he. 24 hr. 
81 37 71.0 160 93 150 145 115 70 105 150 150 95 253 92. .85 3 100 
82 24 72.0 175 93 108 115 115 88 100 117 122 90 221 90 85 100 79 
83 18 71.0 163 C7 133: ti7 1%.- 79 100 112 106 95 128 70 93 100 103 
84 19 69.0 178 117 129 106 118 100 107. 129 82 98 160 78 90 105 95 
85 19 70.0 180 107 165 171 109 84 112 188 212 100 210 125 95 100 95 
86 25 69.0 195 103 120 120 93 78 100 166 137 91 93 172 100 84 93 91 
87 18 73.0 165 93 133 103 96 100 100 103 95 100 84 142 55 65 85 85 
88 26 69.0 164 85 145 125 90 60 92 100 80 80 98 258 145 78 91 79 
89 25 69.5 165 89 120 187 96 71 98 135 105 105 81 338 134 86 81 79 
90 19 70. 185 88 119 60 76 95 100 145 116 82 92 247 105 65 100 91 























91 25 7603 132 81 143 157 76. G7 89 
92 30 67.5 143 87 173 160 118 56 89 
93 36 68.5 155 86 169 i134 86 53 90 
94 23 72.0 160 96 107 107 67 71 100 
95 18 71.0 132 7 te 77 77 84 89 
96 40 67.0 123 93 114 86 109 86 96 
97 18 67.0 127 85 89 89 97 72 95 
98 i? Ta it 105 147 89 85 71 96 
99 19 68.0 144 Ss 26 6hmUlUDeCCOTR 95 
100 18 71.0 140 100. 125. 38 33 98 100 
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18 





147 




















136 116 85 80 175 90 80 100 73 
154 158 105 90 270 180 105 93 85 
188 (160) 95 90 216 120 80 70 79 
145 128 118 98 219 155 74 84 85 
7) | 9 75 3 we. -79 93 86 85 
96 116 91 103 168 88 72 115 97 
113 98 80 91 #178 113 «691 81 73 
141 118 93 86 205 133 84 92 67 
113 110 80 434i Oe Oe CS 79 
115 109 91 81 200 93 8 95 91 
































, 98 200 114 103 86 89 189 107 114 203 100 85 110 79 
102 19 66.5 159 93 133 130 =©6S2) = C6 98 136 140 85 87 248 105 69 82 94 
103 19 70.0 141 88 130 80 80 70 9 15 3% 95 92 200 100 92 92 61 
Mean 28 69.0 153 96 145 128 96 82 98 138 131 93 96 224 127 88 91 98 
Ss. D.* 11 25 30 15 16 11 25 34 12 11 69 41 13 13 18 





Blood sugar values are in milligrams per 100 cc. 


Values which are underlined indicate diabetes according to the criteria appearing most valid for interpretation of the various types of tests 


(tables 3, 4, and 5). 


Parentheses enclose values indicative of a presumptive or nondiagnostic test. 
“Standard (series) deviation. Calculations of standard deviation made by Capt. James A. Rafferty, Randolph Field, Texas, and Dr. Mar- 


The peak ot the curve at one-half hour and one 
hour was of little or no diagnostic significance (table 
3). The large standard deviation and the number of 
patients in the control group exceeding 170 mg. per 
100 cc.° attested to this fact. This distribution of 
“peak concentrations” probably reflected normal varia- 
tions of absorption and distribution within the body. 
The two-hour blood sugar level was highly selective, 
being both sensitive and specific. Our normal range 
(mean plus 2 standard deviations) included levels up 
to 125 mg. per 100 cc.; between 125 and 140 mg. 
per 100 cc. (mean plus 3 standard deviations) was 
considered the presumptively abnormal range, and 
above 140 mg. per 100 cc. as definitely abnormal. 
Therefore, we considered the established normal two- 
hour value st 120 mg. per 100 cc. or below as com- 
pletely valid.* 

The relationship of the two-hour and three-hour 
blood sugar levels to the fasting level appeared to be 
of no diagnostic value (items 7 and 8, table 3). 

It is of interest that the hypoglycemic phase in the 
control group at three hours was quite marked with 
24 per cent dropping below 70 mg. per 100 cc. (item 
9, table 3) and 12 per cent ranging as low as 50 to 
60 mg. per 100 cc. None dropped below 50 mg. per 
100 cc. 

One-Hour, Two-Dose Test (Exton-Rose).— The 
one-hour, two-dose test, originally described by Exton 
and Rose,' is based on the Staub-Traugott effect of 
glucose administration. The criterion for a diabetic 
response as originally described by Exton and Rose 
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garet P. Martin, Department of Preventive Medicine, Vanderbilt University School of Medicine, Nashville, Tenn. 


was a rise in blood sugar of 10 mg. or more per 100 cc. 
between the one-half-hour and the one-hour specimen. 
They further stated that for a normal response the 
fasting blood sugar must be within normal limits, the 
blood sugar at the end of one-half hour must not rise 
more than 75 mg. per 100 cc. above the fasting level, 
and the blood sugar at one hour should not exceed the 
one-half-hour level by more than 5 mg. per 100 cc. 
In addition al! urine specimens must be negative. 
Presumably patients not showing a rise in blood sugar 
of more than 10 mg. per 100 cc. between the one- 
half-hour and one-hour specimens (nondiabetic cri- 
terion), and at the same time not meeting the re- 
quirements for normality, would be classified as 
presumptively diabetic or nondiagnostic. 


Gould and others* suggested as criteria that a nor- 
mal response should consist of a fasting blood sugar 
level below 120 mg. per 100 cc. a one-half-hour 
specimen no more than 50 mg. per 100 cc. above the 
fasting level, and the one-hour specimen no more 
than 30 mg. per 100 cc. above the one-half-hour level. 
If any two of these three observations are found ab- 
normal, the patient should be considered to have 
diabetes meliltus. 

When these criteria were used, 34 subjects in the 
control group displayed nondiagnostic curves, and 2 
were diabetic (table 4). Four patients with diabetes 
revealed nondiagnostic curves. Therefore, these cri- 
teria are neither specific nor sensitive for pathologic 
alterations of carbohydrate metabolism. 


The figures were then evaluated according to the 














TABLE 2.—Blood Sugar Levels in Glucose Tolerance Tests on 26 Patients with Diabetes. 


Patient 
No. 


Age Ht. 
(yr.) (in.) 
45 67.0 
46 69.0 
22 73.0 
55 67.0 
30 71.0 
30 =68.0 
51 65.0 


We. 

(1b. ) F 
205 81 
190 88 
176 100 
195 102 
180 83 
180 13? 
527 139 
47 66.5 132 127 
46 73.0 208 165 
42 66.0 163 100 


Standard Oral Test 
YWYhr. thr. 2hr. 3 hr. 
186 280 325 233 
197 230 187 84 
223 309 136 
400 500 545 
132 167 132 
249 267 261 
294 310 129 
317 4357 204 
270 335 185 
224 266 171 


cou MN AVR WN 


43 69.0 166 140 
29 66.0 160 119 
21 64.0 143 37 
26 = 68.0 165 136 
50 72.0 170 125 
31 69.0 150 207 
17 58 67.0 125 146 
18 53 68.0 170 213 
a 40 71.5 167 206 
20 26 =669.0 135 206 


235 
276 
170 
164 
200 
324 


328 232 
362 305 
282 145 
200 122 
200 134 
400 374 
300 374 270 
306 383 319 
341 301 180 
266 488 250 


21 38 
22 29 
23 19 
24 21 
25 45 


74.0 
71.0 165 
71.0 185 
69.0 165 
70.5 200 
26 45 70.5 200 119 324 377 380 291 
Mean 38 69.0 170 194. 272 324° 323. 235 
S..D.* 65 106 98 119 121 

Blood sugar values are in milligrams per 100 cc. 


200 178 210 
375 680 
156 161 
210 245 


269 381 


292 
600 
172 
348 
317 


283 
S17 
328 
354 
377 


Postprandial 
Intravenous Test Test 


Yhr. Llhr. 2hr. 3 he. 2 hr. 
288 205 131 219 
353 219 150 100 (150) 
310 200 108 
354 300 204 
420 344 105 
292 258 188 
400 289 133 
288 263 132 
305 224 119 
454 304 154 


Exton-Rose Test 

F Whr. lhe. F 
128 169 223 100 
117 222 260 100 
114 175 291 105 
108 400 415— 102 
88 165 18 90 
174 296 161 
150 232 150 
135 315 136 
161 278 143 
132 233 150 


111 207 124 301 
138 258 148 362 
137 188 85 256 
147 185 140 222 
152 200 130 342 
315 469 to 357 
250 333 227 425 
150 219 183 396 
223 301 180 500 
243 286 198 410 


253 120 
333 219 
197 (120) 78 
118 104 
259 95 
310 266 
345 240 
304 100 
500 292 
375 250 


250 
170 
218 
270 
384 
it? 


179 


333 182 
303 141 
262 348 
396 312 
470 234 
294 200 
280 164 


412 
273 
500 
454 
476 
380 


366 


276 7 103 
232 177 
476 5 «444 
392 370 
424 344 
328 238 
297 185 


70 87 63 75 86 5 


Values which are underlined indicate diabetes according to the criteria appearing most valid for interpretation of the various types of tests 
(tables 3, 4, and 5). 


Parentheses enclose values indicative of a presumptive or nondiagnostic test. 


*Standard deviation. 


criteria of Matthews, Magath, and Berkson,? which 
are the most widely used for the interpretation of this 
test. These authors stated that the one-hour blood 
sugar level should not exceed 160 mg. per 100 cc. as 
an absolute value. If the level is above 180 mg. per 
100 cc., a diagnosis of diabetes mellitus can be made 
with assurance; between 160 and 180 mg. is the pre- 
sumptively diabetic range. 


These criteria appear to be the most valid when 
applied to our raw data. In the control group, 16 pa- 
tients displayed abnormal curves, of which 10 were 
presumptively diabetic and 6 were in the diabetes 
mellitus range. Of the 26 patients with clinical dia- 
betes, 25 showed diabetic type curves. Despite the 
higher specificity under the interpretations of Mat- 
thews and others, the great number of normal patients 
who would be classified as having diabetes mellitus 
prohibits the use of this test. This is particularly per- 
tinent when using the test for its legal implications, 
such as for disposition board proceedings. 

In view of the great discrepancies noted in the in- 
terpretation of this test, we compared the rise and fall 
pattern of the one-half-hour and one-hour specimens 
of the one-hour, two-dose test with that of the stand- 
ard test. There was no essential difference. Likewise, 
the mean blood sugar level and the standard deviation 


at one hour were essentially the same in both tests 
done on the control group. Furthermore, when blood 
sugar determinations were made two hours after be- 
ginning the one-hour, two-dose tests, the levels were 
all below 120 mg. per 100 cc., which is the same as 
the standard test (table 1). We therefore conclude 
that the one-hour, two-dose test is essentially the same 
procedure as the standard test. The criteria for judg- 
ing abnormality are based on a different, more var- 
iable, portion of the blood sugar curve and therefore 
are based on false assumptions. As previously noted 


TABLE 3.—Comparison of Abnormal Results on the Standard Test 
According to Different Criteria for Normality versus Abnormality. 


103 26 
Controls Diabetics 
No. % No. % 





Item 
No. Criterion 


1. Fasting blood sugar level above 120 mg. 
per 100 cc. (M+ 28S.D.)... 0 17 65 

2. Peak level above 160 mg. per 100 cc..... 26 100 

3. Peak level above 180 mg. per 100 cc..... 11 25 96 

4. 2 hr. level above 125 mg. per 100 cc. 
(M + 2S. D.)* 

5. 2 hr. level above 140 mg. per 100 cc. 
(M + 3 S. D.)* 0 


26 100 


26 100 
26 TOO 
2 hr. level above fasting level 44 25 96 


6. 
7 
8. 3 hr. level above fasting level 17 22 85 
9. 3 hr. level between 50 and 70 mg. per 


2 hr. level above 120 mg. per 100 cc.... 0 


24 o » 


*Criteria considered by the authors to be most valid are underlined. 
M=mean; S. D.=standard deviation. 
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GLUCOSE TESTS—Moyer & Womack—continued 


on the standard curve, the height to which blood 
sugar rises appears to be of no diagnostic significance, 
this being the part of the curve upon which the diag- 
nostic conclusions of the one-hour, two-dose test are 


based. 


Intravenous Test-——The criteria for a normal intra- 
venous test (table 5) include a two-hour blood sugar 


TABLE 4.—Comparison of Abnormal Results on the One-Hour, Two- 
Dose Test According to the Criteria of Different Authors. 


103 26 
Controls Diabetics 
Criterion No. % No. % 
Exton and Rose 


Diabetes saa. ee ce 24 92 
Nondiagnostic ae J ae 1 4 


Normal ... 69 67 1 4 
Gould and others 

Diabetes 2 2 22 85 

Nondiagnostic as 2a & 23 

Normal .... 65 0 0 
Matthews and others 

Diabetes 6 25 

Nondiagnostic 9 0 0 

Normal Lr 85 1 4 





level below 114 mg. per 100 cc. Levels between 114 
and 127 mg. per 100 cc. are considered presumptively 
diabetic and above 127 mg. are considered diabetic. 
This is not essentially different from the value of 120 
mg. per 100 cc. already established by Kolmer.* The 
test may be somewhat insensitive since 2 patients in 
the diabetic group did not show diabetic curves; 1 of 


the 2, however, fell into the presumptively diabetic 
group. Otherwise the results of the intravenous test 
closely paralleled those of the standard test. The fast- 
ing blood sugar determination here, too, would be 
invalid for use as a diagnostic criteria. It is of interest 
that if corrections are made for analytical technique, 
the values obtained by Lozner, Winkler, Taylor, and 


TABLE 5.—Number of Patients Showing Abnormality of the Intra- 
venous and Postprandial Tests According to the 
Criteria of Different Authors. 


103 26 
Controls Diabetics 
Criterion No. % No. % 


Intravenous Test 
Fasting blood sugar level above 120 mg. per 
100 cc. 0 d 20 


25 
2 hr. level above 127 mg. per 100 cc. a 
(M + 3 S. D.)* f 23 
2 hr. level above 120 mg. per 100 cc. 
(Kolmer) ....... cena Roem J 23 
2 hr. level above the fasting level : 22 
Postprandial Testt . 
Blood sugar level above 134 mg. per 100 cc. 
(M + 2S. D.)* , 21 
Level above 151 mg. per 100 cc. 
(M + 3 S. D.)* p 19 
Level above 160 mg. per 100 cc uy. 
*Criteria considered by the authors to be most valid are underlined. 
M=mean; S. D.=standard deviation. 
+Postprandial blood sugar levels were determined on only 97 con- 


trols, 22 diabetics. Percentages refer to percentage of the group on 
which the test was performed. 
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Peters® were essentially the same although they in- 
jected 50 cc. cf 50 per cent glucose in one dose at the 
onset of the test. 

Postprandtil Test—The criterion for a normal post- 
prandial test was a two-hour blood sugar level below 
134 mg. per 100 cc. Levels above 151 mg. per 100 cc. 
would be considered diabetic. With these criteria, 3 
of the control group had abnormal curves. However, 
when the arbitrary value of 160 mg. per 100 cc. was 
used, only about 75 per cent of the patients with 
diabetes would be declared to have abnormal curves. 
This test is easy to perform and is of value as a pre- 
liminary test, but not of definitive value. 


CONCLUSIONS 


Normal values for the standard and intravenous 
glucose tolerance test have been reevaluated. They 
do not differ essentially from the already existing cri- 
teria except that the height to which the blood sugar 
rises appears to be of little or no diagnostic value. 
The standard oral test appears to be superior, being 
slightly more sensitive and more specific. According 
to our observations, however, the intravenous test 
would be completely valid as a method of determin- 
ing glucose tolerance in the face of gastrointestinal 
disease, militating against the validity of the oral test. 

The postprandial blood sugar evaluation is a simple 
presumptive test of carbohydrate metabolism. How- 
ever, it lacks the specificity and sensitiivty of the 
standard test. 

The diagnostic criteria for the interpretation of the 
one-hour, two-dose test (Exton-Rose) advanced by 
Matthews and his associates are the most acceptable 
criteria now available. However, the test is overly 
sensitive, resulting in the diagnosis of diabetes mel- 
litus in some normal persons if this test alone is used 
for evaluation. It is based on false assumptions and 
therefore should be discarded. This is particularly 
relevant in the face of possible legal implications. 

If simplicity and fewer numbers of venipunctures 
are of paramount importance, we believe that the 
technique of the standard test with determination of 
only the fasting and two-hour blood sugar levels offers 
a great deal more reliable information. 
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ABSTRACT OF DISCUSSION 


Dr. EDWIN L. Rippy, Dallas: In the great majority of cases 
the diagnosis of diabetes offers no difficulties. The casually 
found glycosuria supported by a reasonably elevated fasting 
blood sugar, with or without symptoms, renders the tedious 
glucose tolerance test unnecessary. There is, in fact, a com- 
fortable unanimity of opinion on methods of diagnosis, but 
a considerable variation of opinion on interpretation of 
blood sugar levels of the various procedures. 

Most physicians will agree with the essayists’ conclusion 
that the standard oral glucose three-hour test is the most 
dependable means of clarifying a diagnosis rendered uncer- 
tain by reasonably low fasting blood sugar levels accompanied 
by postprandial glycosuria. Their relatively large series of 
controls further confirms the opinion of most that a non- 
diabetic person will not have a fasting blood sugar level 
(after two days of an adequate diet) of over 120 mg. per 100 
cc., which fact conversely indicates that when sugar is above 
this level in a carefully done test, the suspect has diabetes 
and therefore does not need a glucose tolerance test, the 
degree of diabetes at the moment roughly paralleling the 
height of the blood sugar. 

More controversial, however, is the suggestion that the 
level of the blood sugar thirty minutes and one hour after 
the ingestion of 100 Gm. of glucose is inconsequential. 


Opinion will continue to be divided in spite of the essayists’ 
rather convincing evidence. I have belonged to the group 
who feel that the person whose blood sugar “spiked” above 
160 mg. per 10 cc. or at most 170 mg. per 100 cc. at this 
period was either the patient with a mild case of diabetes 
whose “insulin cn demand” was inadequate to care for a mod- 
erate load (an ordinary meal) or the patient with early 
diabetes whose response would be a little more characteristic 
at a later date. Certainly a parallel would be the transient 
blood pressure peaks of the early, though progressive, hyper- 
tensive person. 

I think it is significant that the average age of the controls 
in this series is 28. In general, the tendency to show higher 
thirty-minute and one-hour levels is greater the older the 
patient. I would like to see follow-up glucose tolerance tests 
on the 11 controls whose peaks were above 180 mg. per 
100 cc. I strongly suspect that some of them will be diabetic 
later. 

It is not clear to me just how high a level of sugar is 
acceptable in this series and whether the inevitable glycosuria 
is to be considered as normal—another departure from tra- 
ditional thought. 

Most will agree with the essayists that the nondiabetic 
person should not have more than 125 mg. of glucose per 
100 cc. of blood glucose at the two-hour period. If one is 
willing to disregard the uncertainty of the thirty and sixty 
minute peaks, the suggestion of a modified two-specimen 
glucose tolerance test would be welcome and acceptable. 

Although I am impressed by the thoroughness of the 
study and consistency of the results and somewhat swayed by 
the conclusions of the essayists, | am not entirely ready to 
admit that the higher peaks in the glucose tolerance test are 
not of some real significance. 


INTERCAPILLARY GLOMERULOSCLEROSIS 


KIMMELSTEIL-WILSON SYNDROME 


CECIL STRIKER, M.D., 


Diseases of the arteries in diabetes 
has been the subject of comment by many writers. 
There are those who believe that diabetes hastens the 
development of arteriosclerosis and speeds its course, 
but in contrast, others are of the opinion that no 
direct association exists between arteriosclerosis and 
diabetes. 

In 1946 Joslin* reported his clinical experiences 
from 1944 to 1946 in which of 651 deaths from 
diabetes 66.6 per cent were caused by arteriosclerosis 
and 44.5 per cent by arteriosclerotic lesions of the 
heart. Among Warren’s 484 autopsies associated with 
diabetes reported in 1948, 30 per cent of deaths were 
caused by arteriosclerosis; of this group 56.6 per cent 
were cardiac deaths. 

Dolger? reported in 1947 that of patients who had 
diabetes for periods up to twenty-five years and who 
were regularly examined, none escaped retinal hemor- 
rhages regardless of age, onset or severity of diabetes, 


Read before the Section on Medicine, State Medical Association of 
Texas, Annual Session, San Antonio, May 4, 1949. 


F.A.C.P., Cincinnati, 


Ohio 


or method of treatment. Fifty per cent of his patients 
had hypertension and albuminuria at the time ret- 
inopathy was detected. 

Among White’s® patients with diabetes of fifteen 
years’ duration or longer with onset in childhood, 50 
per cent of deaths were caused by nephritis. 

It has not been stated in what percentage of cases 
of diabetes intercapillary glomerulosclerosis occurs, but 
the incidence would seem to be high. 


DIABETES AND VASCULAR 
LESIONS 


Such figures as stated above leave little doubt that 
a positive relationship exists between diabetes and 
arterial changes; therefore, it is natural to ask whether 
diabetes causes the vascular lesions, the vascular 
lesions cause diabetes, or a third factor causes both 
the diabetes and arterial changes. 

Lukens and Dohan‘ reported intercapillary glo- 
merulosclerosis at autopsy in a diabetic dog in which 
the pituitary gland had been excised and in which 
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GLOMERULOSCLEROSIS — Striker — continued 


the disease had been largely uncontrolled for five 
years. Their observations suggest that diabetes may 


cause vascular lesions but this hypothesis requires 
confirmation. 


On the other hand, it is my opinion that hyper- 
tension, sclerosis of retinal arteries, and arteriosclerotic 
nephritis are not more common among diabetic pa- 
tients than among others. Further, Lisa, Magiday and 
Hart studied the arteries in the amputated legs of 55 
diabetic and 51 nondiabetic patients and were unable 
to distinguish the extremities of one group from those 
of the other. The essential similarity between lesions 
of the two groups has been emphasized by others. 

In regard to vascular lesions as the cause of diabetes, 
it is recognized that many arteriosclerotic changes in 
the pancreas may take place with or without diabetes. 
Further, many diabetic patients with severe arterio- 
sclerosis elsewhere have no arteriosclerotic lesions in 
the pancreas. 

A third factor as a cause of both the diabetes and 
changes in the blood vessels might offer a tenable 
explanation; however, no convincing scientific evi- 
dence exists to confirm this idea. 

Diabetes apparently affects all kinds of blood ves- 
sels—the arteries (large, medium, and small), the 
veins, venules, and capillaries. As stated previously, a 
difference of opinion exists as to whether the inci- 
dence of arteriosclerosis in diabetes is higher than in 
nondiabetic patients of comparable age. There is gen- 
eral agreement, however, that arteriosclerotic processes 
are more severe and occur earlier in the diabetic than 
in the nondiabetic patient. An unsolved problem is 
whether this premature sclerosis represents merely an 
acceleration of the physiologic aging process or is a 
different kind of process stemming from the abnormal 


metabolism of diabetes. 


Ocular Manifestations 


In contrast to the arterial tree the veins show no 
greater involvement in the diabetic than in the non- 
diabetic patient, except in one highly important lo- 
cality, the eyes. The condition commonly seen in 
diabetes and uncommonly observed in nondiabetic 
patients is a peculiar dilatation of the retinal veins 
which is often a precursor of diabetic retinopathy. 
In the early stages the veins are rather uniformly 
widened, but later they develop constrictions at more 
or less regular intervals, frequently appearing like 
small sausage links. These segments usually are seen 
only in the presence of typical punctuate hemorrhages 
and exudates. Some observers, including Wagener,® 
are of the opinion that these lesions represent a 
phlebosclerosis or thickening of the walls which bears 
some resemblance to arteriosclerosis. 

Capillary disturbances are seen chiefly in the retina 
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and kidney. Diabetic retinitis with small round hemor- 
rhages and waxy exudates is a familiar pattern; the 
lesions are more or less specific and are not partic- 
ularly related to retinal arteriosclerosis, hypertension, 
or the blood sugar level. This condition is seen in both 
juvenile and adult diabetic patients and can be cor- 
related only with duration of the diabetic process. 
Ballantyne’ has recently described what he terms mi- 
croaneurysms of the minute vessels “between the pre- 
capillaries on the arterial side and those on the venous 
side of the retinal circulation.” 


Renal Manifestations 


Every physician has seen diabetic patients with 
varying degrees of albuminuria, nephrotic edema, hy- 
pertension, renal insufficiency, and retinopathy. For- 
merly, such persons were regarded to be suffering 
from an independent renal or vascular disease which 
was usually diagnosed as chronic glomerulonephritis, 
nephrosis, or diffuse arteriolar disease with hyper- 
tension. More recently, it has become apparent that 
most of them have a more or less specific degenera- 
tive complication of diabetes differing in certain re- 
spects from the common forms of renal and vascular 
disease in nondiabetic persons. 

In 1936, Kimmelsteil and Wilson® reported on 8 
patients who showed a striking thickening of the 
hyalin of the intercapillary connective tissue, which 
was most clearly seen at the hilus of the glomeruli. 
The authors believed that the change was degenera- 
tive and suggested that both arteriosclerosis and 
diabetes mellitus played a part in its causation. The 
most significant clinical features in these cases were 
diabetes, usually of long duration; edema of the 
nephrotic type; gross albuminuria; retinopathy; and 
varying degrees of hypertension. 

The histologic picture of the kidney is fairly char- 
acteristic, the most striking feature being the great 
regularity with which hyalinization is confined to the 
center of the glomerulus or even to the center of one 
lobule. The hyalin mass itself qbviowsly represents a 
broadening of the intercapillary connective tissue, 
which can be observed particularly well at the hilum. 
An extremely high degree of arteriosclerosis with 
fatty degeneration of the arterioles is present in most 
cases, and the hyalin is continuous from the vasa 
afferentia to the intraglomerular mass from the center 
of the lobules to the periphery. Capsular changes con- 
sist of a deposit of substance which at first appears 
translucent with a slightly pinkish stain, and later 
becomes more homogeneous and hyalin-like, often 
containing abundant lipoid. The mass lies between 
the basement membrane and the epithelial layers of 
Bowman's capsule lifting the epithelial cells and may 
be deposited in such quantity that the capsular space 
is greatly narrowed. 

The association of hyalinization of the islands of 
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Langerhans with intercapillary glomerulosclerosis is 
inconstant. I have seen 10 cases of severe intercapil- 
lary glomerulosclerosis without any evidence of hyalin 
changes in the islands; in contrast I have seen vary- 
ing degrees of kidney lesions with inconstant changes 
in the islands. My observations are similar to data 
presented by others, but from analysis of my material, 
I would judge that kidney lesions are more constant 
than the island lesions in diabetes. 

Certain problems related to intercapillary glomeru- 
losclerosis still need clarification. Among them are 
the specificity of the lesion for diabetes, the clinical 
criteria for its recognition during life, the frequency 
of its occurrence among diabetic patients, and the 
relationship of the changes in the ocular fundi to 
lesions in the kidney. 

The intercapillary process is diffuse in the sense 
that almost all of the glomeruli are affected to some 
degree. The tubular changes have no special signifi- 
cance. However, in most cases fat and doubly refract- 
ing lipoid are deposited in the tubules and interstitial 
tissue. 

In a series of cases of diabetes presented by Laipply 
and others® intercapillary glomerulosclerosis was com- 
mon. It occurred in 63.7 per cent of 124 necropsies 
in contrast to an incidence of only 33 per cent re- 
ported by others. In the report the authors attributed 
this high incidence to the recognition of a slight de- 
gree of glomerular lesions not included in other pub- 
lished reports. There was no statistical difference in 
the two sexes and the glomerular lesions were more 
frequent in the seventh decade. However, they did 
report the lesion in a 16 year old white girl who had 
had severe diabetes for ten years. In confirmation I 
have seen glomerular lesions in an 18 year old white 
boy, who had had diabetes for fifteen years. 


DIFFERENTIAL DIAGNOSIS 


The resemblance between glomerular lesions in in- 
tercapillary glomerulosclerosis, chronic glomerulo- 
nephritis, and amyloidosis may be explained by the 
fact that in each disease large portions of the glo- 
merulus may consist of a substance which stains homo- 
geneously. As a rule it is not too difficult to distin- 
guish between intercapillary glomerulosclerosis and 
the usual lesions of chronic glomerulonephritis. In the 
latter disease the sclerosing, hyalinizing process causes 
a distinctly diffuse involvement throughout a glo- 
merulus or a large portion of it and sharply defined 
spherical lesions like those of intercapillary glomer- 
ulosclerosis are not commonly seen. Also, the relatively 
mild alterations of renal architecture in most cases of 
intercapillary glomerulosclerosis contrast strikingly 
with the widespread destruction and distortion of the 
normal structures of the kidneys in chronic glomerulo- 


nephritis. Amyloidosis at times may complicate the 
diagnosis; in addition to the kidney changes in amy- 
loidosis, however, the spleen, adrenals, or other organs 
may be involved as severely as the kidney, which is 
not observed in intercapillary glomerulosclerosis. 

Hypertension is not necessarily a part of the clinical 
picture in intercapillary glomerulosclerosis. In my 
series of cases elevated systolic and diastolic pressures 
occurred in 60 per cent. However, there seemed to be 
some correlation between the degree of elevation of 
the blood pressure and the extent of the kidney lesions. 
Albuminuria was a constant finding among diabetic 
patients who showed the kidney lesions of intercapil- 
lary glomerulosclerosis. Further, a positive correlation 
existed between the degree of the kidney lesion and 
the albuminuria. The blood serum protein was not sig- 
nificantly lowered in any case. Altered renal function 
may be accompanied by an elevated blood urea nitro- 
gen level and an inability to concentrate the urine. 

The syndrome of diabetes mellitus, hypertension, 
and nephrosis should be differentiated clinically from 
congestive heart failure in the diabetic patient. In the 
former dyspnea, cyanosis, orthopnea, and venous en- 
gorgement are absent and usually a generalized rather 
than a dependent edema is present. Subacute glo- 
merulonephritis with nephrotic edema in a patient 
with diabetes cannot be differentiated clinically from 
this syndrome unless the previous history of acute 
glomerulonephritis is obtained. 


The age incidence of glomerulonephritis is different 
from that of intercapillary glomerulosclerosis but in 
itself may not be conclusive. However, the clinical 
course of the two conditions is usually different. The 
terminal illness of the patient with glomerulonephritis 
is from one to four months, whereas the diabetic pa- 
tient lives from months to years after the syndrome 
associated with intercapillary glomerulosclerosis is 
fully developed. The cause of death in glomerulo- 
nephritis is almost always renal or cardiac failure; 
in diabetic patients the causes may be varied, such 
as cardiac failure, cerebrovascular accident, gangrene, 
and carcinoma. The laboratory findings also may show 
differences. In glomerulonephritis the anemia is usual- 
ly more severe, the blood urea much higher, the 
specific gravity of the urine and the serum protein 
lower. I shall cite a few cases for illustration. 


CASE REPORTS 


CASE 1.—Past History—F. G., a white man aged 65, was 
a diabetic patient under my observation for twenty years. For 
ten years his blood pressure was normal and he had a mod- 
erately severe diabetes; he finally required 50 units of 
protamine zinc insulin daily on a diet of about 250 Gm. of 
carbohydrates. He was seen at regular intervals and at no 
time during the ten year period did he have any evidence of 
renal impairment or alteration in eyegrounds. 

Ten years before his death the patient began to show a 
slight albuminuria with an elevation of blood pressure rang- 
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ing from 150 to 170 systolic and from 90 to 100 diastolic. 
Kidney function tests were normal. 

After the initial rise in blood pressure, the patient be- 
came progressively worse and for the second ten year in- 
terval maintained a systolic blood pressure ranging from 
250 to 270 and a diastolic pressure ranging from 110 to 
120. His albuminuria increased with edema of his eyelids 
and face and a slight pretibial edema. The electrocardio- 
graphic tracing was essentially normal except for left ven- 
tricular preponderance. Concomitantly he showed punctate 
retinal hemorrhages which became progressively worse and 
terminated in almost total blindness. During this latter 
period the patient was ambulatory and had no dyspnea or 
cyanosis until two months before his entrance into the hos- 
pital, which was approximately at the end of the second ten- 
year interval. 

With the onset of the albuminuria and edema the diabetes 
became milder and the patient was able to carry on with 
as little as 20 units of protamine zinc insulin, at times with 
no insulin, on a diet containing from 175 to 225 Gm. of car- 
bohydrates. During the later ten year period his edema was 
controlled systematically with mercurial diuretics, ammonium 
chloride, and a low sodiym intake. 

Terminal Illness.—One week before the patient’s death he 
was admitted to the hospital complaining of retrosternal 
pain. Laboratory examination of the urine showed a specific 
gravity of 1.027, albumin 4 plus, and a trace of sugar. The 
blood urea nitrogen was 30 mg., blood sugar 220 mg., total 
protein 6.0 Gm., albumin 4.0 Gm., globulin 2.0 Gm. per 
100 cc. of blood, and the cholesterol 250 mg. per 100 cc. 
of plasma. Electrocardiographic tracing revealed an anterior 


infarction; the patient became progressively worse and died 
on the seventh hospital day. 


A necropsy revealed generalized arteriosclerosis with a 
fresh infarction of the anterior wall of the heart; grossly, the 
kidneys were of no specific disease pattern. Histologic exam- 
ination of the kidneys showed a classic picture of severe 
intercapillary glomerulosclerosis. 


This case history illustrates a fairly classic clinical 
picture of intercapillary glomerulosclerosis: the dia- 
betes was of long standing, with albuminuria appear- 
ing ten years after the onset of the disease; the patient 
continued to live for almost ten years after the onset 
of severe albuminuria; and the diagnosis was con- 
firmed by microscopic examination of the renal tissue. 


CASE 2.—Past History.—E. B., a white man aged 48, had 
a history of “high blood pressure” for seven years. His chief 
complaint was severe bitemporal headaches. Two years before 
his admission to the hospital, glycosuria was noted and was 


controlled with moderate restriction of carbohydrates and 
without insulin. 


Present Physical Examination——The patient was observed 
to be extremely ill with a blood pressure of 270/140. The 
heart was enlarged and displaced to the left and downward; 
there was a left hemiplegia. The eyegrounds revealed mas- 
sive retinal hemorrhages with severe arteriosclerotic changes. 


Laboratory Data—Urinalysis showed a specific gravity of 
1.016, albumin 4 plus, sugar 2 plus, and many hyalin and 
granular casts in the sediment. The blood count revealed a 
hemoglobin of 9.4 Gm. per 100 cc. of blood with 3,000,000 
red blood cells and 5,220 white blood cells per cubic milli- 
meter of blood. The differential white blood cell count was 
insignificant. The blood sugar was 350 mg. per 100 cc. of 
blood, and the urea nitrogen 70 mg. per 100 cc. of blood. 


OCTOBER 1950 


771 - 


The patient died eighteen hours after admission to the hos- 
pital. 


The autopsy revealed a generalized arteriosclerotic process. 
Sections of the kidney showed no hyalinization but there was 
a widespread distortion of the normal structures of the 
kidney with degenerating tubules. 

This case contrasts with case 1 in that hypertension 
and albuminuria antedated the onset of diabetes, the 
patient was much younger, and the course of the dis- 
ease much shorter. 


SUMMARY AND CONCLUSIONS 


The diagnosis of intercapillary glomerulosclerosis 
cannot be established with complete certainty during 
life but the condition should be strongly suspected in 
patients who have had diabetes of long standing 
associated with albuminuria, hypertension, renal in- 
sufficiency, and mixed vascular and diabetic retinop- 
athy. Thus, from what has been stated above it can 
be seen that the treatment of diabetes in these patients 
becomes of secondary consideration. Attention should 
be directed toward the general nutritional level of the 
patient and symptomatic relief of the edema. It is ad- | 
visable to give such patients a high protein diet With 
carbohydrate and calories ample to maintain a good 
nutritional level. The diabetes of most patients can be 
controlled with no or relatively small amounts of in- 
sulin. 

Hypoglycemia is a real hazard when the glycosuria 
and hyperglycemia are not properly interpreted. No 
attempt should be made to reduce the blood sugar 
level, as its elevation is a manifestation of renal 
deviation. It has been my observation that on several 
occasions patients have been precipitated into severe 
hypoglycemia by an attempt to lower the blood sugar. 
In my opinion the only indication for insulin in this 
particular group of patients is for the maintenance 
of a good nutritional level without active symptoms 
of diabetes and ketonuria. 

In spite of the dramatic improvement in the treat- 
ment of the diabetic patient and in spite of the great 
interest in the metabolic problems associated with 
diabetes, there are still many controversial questions. 
It is known that life has been preserved and pro- 
longed by insulin, and yet not too much is known 
about the etiology of degenerative changes in the dia- 
betic patient. 

In this discussion, an attempt has been made to 
bring into focus one of the more important degenera- 
tive changes associated with diabetes, especially when 
the disease is of long duration, and to establish a 
pathologic and clinical picture that may be associated 
with the disease. Even in this small area there are 
still highly controversial points. 
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Tue existence of specific retinal 
changes in patients suffering from diabetes mellitus 
was first described by Jaeger in 1856, with the various 
manifestations being fully elaborated by Herschberg 
in 1890. Since then a great deal of controversy has 
arisen as to whether or not the changes.in diabetic 
retinopathy are specific. Two schools of thought have 
emerged; one believes that the changes are specific, 
while the other denies it. No doubt there is much 
evidence to support either side. 


Supporting the view that the changes in diabetic 
retinopathy are specific, the one school points out that 
(1) cases occur where there is no arteriosclerosis or 
hypertension and (2) the retinopathy is frequently 
unilateral, has a relatively good prognosis, occasion- 
ally responds to treatment, and presents a clinical 
picture distinctive from other retinopathies. 


The opposite school maintains that the disease is 
not an entity, but represents a type of arteriosclerotic 
retinopathy modified in some way by the diabetes. 
In support of this view it is pointed out that the clin- 
ical picture frequently is not typical and that there 
usually is no relation between the severity of the 
diabetes and the extent of the retinal changes. Diabetic 
retinopathy is not a frequent observation in children 
suffering from the most severe forms of the disease 
but most often occurs in subjects with arteriosclerosis 
or hypertension; moreover, a large number of diabetic 
patients have a renal deficiency. 


Because these changes in many cases may be at a 
minimum, or in some cases absent, it becomes neces- 
sary to assume the presence of some metabolic toxic 
factor which determines the more frequent occurrence 
of retinopathy in diabetic patients with arteriosclerosis 
than in those with uncomplicated arteriosclerosis. It 
is understandable that if this factor is little in evi- 
dence, the clinical appearance of the eye will not con- 
form to type but will tend to assume other character- 
istics. Also, it is obvious that if such a factor is much 
in evidence, it could give a case an individuality of 
its own. In these cases appearances are so characteristic 
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that there can be no doubt but that a retinopathy 
proper to diabetes” exists. 

The frequency with which retinal lesions in dia- 
betes have been reported varies from 2 to 30 per 
cent.* Waite and Beetham’? observed retinopathy in 
18 per cent of 395 diabetic patients. The incidence 
seems to have a direct relationship to the duration of 
the disease; the retinopathy is rarely seen unless the 
diabetes has been in existence for three years. Thus, 
Waite and Beetham noted typical changes in 58.9 per 
cent when the duration of the disease was more than 
fifteen years. Women are much more prone to show 
the changes than men, the most common age being 
from 50 to 55 years. The lesions are observed as fre- 
quently in mild cases as in severe ones; they occur 
whether or not the diabetes is controlled, whether or 


not insulin is used, and regardless of the type of diet 
used. 


CLINICAL FEATURES 


The clinical features of diabetic retinopathy may be 
considered under three headings (1) the state of the 
vessels, (2) the presence of hemorrhages, and (3) the 
presence of exudates. 

Most authorities are agreed that in the majority of 
cases the retinal vessels usually show evidences of 
arteriosclerosis and sometimes of hypertension and also 
that the incidence and degree of those changes are 
more extreme in the diabetic than in the nondiabetic® 
patient. Although some authors maintain that some 
degree of sclerosis or raised blood pressure is universal 
in diabetic patients, many observers have noted the 
vessels to be normal with the pressure low in a con- 
siderable proportion of patients showing retinopathy. 
The essential difference between these two pathologic 
pictures is the greater incidence of venous changes in 
diabetic persons. f 

A frequent sign is loss of transparency of the vessels, 
with a prominent feature being the early engorgement 
and congestion of the veins. Striking changes in the 
principal retinal veins such as beading, irregular ex- 
pansions and contractions, coils, loops, and networks 
are observed early in some cases. The retinal vessels 
may show any of the characteristics of sclerosis: ir- 
regularity of the lumen, copper-wire or silver-wire 
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arteries, sheathing, arteriovenous compression, or ex- 
treme tortuosity in the smaller vessels. However, if 
diffuse arteriosclerosis is associated with any degree 
of hypertension, the clinical picture is at once more 
dramatic. The essential feature is that the arteries are 
typically narrow and diffusely constricted and they 
become straighter and branch at acute angles. 


Hemorrhages are extremely common and constitute 
the most characteristic feature of diabetic retinopathy. 
They may occur alone or with exudates. There are 
three distinct types. Some are superficial and flame 
shaped, some are deep petechial hemorrhages, but 
more typically they are deep and round, resembling 
dots or blots. These small round areas, which usually 
are referred to as deep, round hemorrhages, are actually 
capillary aneurysms and will be discussed in a later 
paragraph. They constitute the most characteristic fea- 
ture of diabetic retinopathy and have no relation to 
complicating vascular disease. In the beginning they 
are usually small and peripheral, but later they become 
more numerous and spread toward the macular area 
so that the entire fundus may be peppered with them. 
These small aneurysms are frequently found near the 
macula and may be the only ophthalmoscopic sign in 
some cases. When they are present, it can be assumed 
that diabetes is present. They are easily differentiated 
from the striate arterial hemorrhages in the neighbor- 
hood of the disk occurring in hypertension. When 
sclerosis is present as well, however, and particularly 
when a focus of infection exists elsewhere in the body, 
massive hemorrhages may occur. These may be prere- 
tinal vitreous hemorrhages which not infrequently are 
followed by retinitis proliferans and permanent loss of 
vision. It is noteworthy that massive hemorrhages 
usually occur in diabetic patients whose condition is 
fully controlled, and it is also significant that many are 
of the opinion that the hemorrhagic diathesis is not 
aided by insulin treatment but may be increased there- 
by. The extensive hemorrhages probably result from 
an infective perivasculitis and are invariably associated 
with sclerosis. 

The exudative spots characteristic of diabetic ret- 
inopathy are small and white with sharply defined 
borders and usually occur in the central area. They 
appear solid, have a characteristic soapy or waxy ap- 
pearance, and are distributed irregularly in the central 
area frequently forming a partial circle around the 
macula. These exudates are usually small and discrete 
but may become confluent and attain considerable 
size; moreover, they are inert and remain long without 
noticeable change. Retinal edema and a macular star 
are rare except when renal complications are present. 
The optic disk is usually unchanged. The typical 
exudates are albuminous rather than fibrous and 
usually are mixed with lipid. Occasionally, small, 
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glistening, yellow-white irregular lesions resulting 
from cholesterol deposits are seen. Rarely an irregular 
retinal pigmentation appears. 

Typical diabetic retinopathy consists of numerous 
capillary aneurysms and petechiae associated with 
minute, sharply defined exudates which later enlarge 
and coalesce to form solid, waxy looking masses. These 
changes are usually seen between the upper and lower 
temporal vessels around the macula. The most im- 
portant features which clinically differentiate the con- 
dition from a renal retinopathy are the solid exudates 
in contradistinction to the soft cotton-wool patches; 
their central arrangement without a macular star; their 
association with deep round, rather than flame shaped, 
hemorrhages, the absence of edema at the disk or in 
the retina; and the inertness of the whole pathologic 
picture. Such applies to a typical case, but when com- 
plications are added, any gradation from arteriosclerot- 
ic retinopathy to renal retinopathy may be encoun- 
tered. 


Pathologic investigations have revealed changes 
even in patients in whom no retinopathy was dis- 
covered before death.’ The earliest changes are de- 
posits of fatty droplets in the endothelial cells of the 
retinal veins and capillaries. Ectasia and aneurysms 
occur chiefly et points affected by these fatty changes. 
Phlebosclerosis in the larger veins is a striking feature 
in many cases. A preretinal network of newly formed 
veins which may penetrate the internal limiting mem- 
brane and become imbedded in a gelatinous matrix 
of connective tissue is a common observation. Fatty 
deposits may be noted in the nerve fiber layer as well 
as at deeper levels. Where retinopathy has been pres- 
ent for many years, gross changes of a degenerative 
nature may be observed. 


The small round red spots, hitherto regarded as 
deep retinal hemorrhages, are now known largely to 
be minute aneurysms of retinal capillaries. They almost 
always are seen in the inner nuclear layer of the retina, 
are of remarkable uniformity in size, and may be in 
Close association with petechial hemorrhages, as when 
blood has escaped from an aneurysm. In recent studies 
Ballantyne and Lowenstein* were able to demonstrate 
an endothelial sac surrounding these aneurysms which 
they thought to be an outgrowth of the endothelium 
through breaks in the capillary wall. Many of these 
histologic changes were discovered by the examina- 
tion of the retina in bulk, as viewed on the flat.> Using 
flat preparation in diabetic retinitis, Friedenwald® 
showed great numbers of capillary aneurysms and 
demonstrated that they have afferent and efferent con- 
nections and are not endothelialized petechiae, which 
would be connected to the vascular tree by a single 
channel. Friedenwald’s preparations commonly showed 
clusters of exudates surrounding the aneurysms. Exu- 
dates usually lie in the outer fibrillar layer, while the 
aneurysms are in the inner nuclear layer, but the 
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exudates surround the aneurysms so frequently as to 
suggest that they are formed by leakage of plasma 
from the aneurysmal wall. 

Ophthalmologists and internists have long been 
concerned about the factor in diabetes which causes 
retinal hemorrhages. Recently Hanum’ observed some 
relation between diabetic hemorrhagic retinopathy and 
capillary fragility. He reported that almost all dia- 
betic patients in whom these characteristic lesions 
could be detected showed increased capillary fragility. 


CLINICAL INVESTIGATION 


In order tostudy retinal changes in diabetes and to 
determine the relationship, if any, of capillary fra- 
gility to the eye findings, we studied 59 patients in 
the diabetic clinic of the Jefferson Davis Hospital.* 
Diabetic control, duration of the disease, the number 
of complications, and the presence of hypertension 
were considered. Fundoscopic examinations were done 
under full mydriasis using 212 per cent Neosynephrin 
and were repeated at the end of six weeks. Capillary 
fragility was determined by the Wright modification 
of the Geotling technique on 25 diabetic persons. 


The average age of patients was 55.75 years and 
the average known duration of diabetes was four 
years. Of the 5% patients 19 had hypertension and 16 
had various complications. Among these 4 had gan- 
grene of an extremity, 2 myocardial infarcts, and 7 
cataracts. The cverage duration of the disease in pa- 
tients with these complications was 8.8 years. In 7 
patients with hypertension retinal hemorrhages of 
various kinds were noted. 

Twenty-five of the patients examined had retinal 
hemorrhages; 16 were deep round hemorrhages, 5 
were flame shaped, and 4 were subhyaloid. Nineteen 
had retinal exudates. Sclerotic changes in the retinal 
vessels were noted in 35, whereas in the hypertensive 
patients, 16 exhibited sclerotic changes. The capillary 
fragility was positive in 19 of the 25 patients studied, 
and retinal changes of varying degree were present in 
44 per cent cf the patients in whom the capillary 
fragility test was ascertained. Of the 19 patients with 
a positive capillary fragility test 2 had an associated 
hypertension. Approximately 80 per cent of the dia- 
betic persons studied were considered well regulated 
in that in the twenty-four hour urine sample they 
spilled less than 10 per cent of the available carbo- 
hydrate in their diet and they were acetone free. 


CONCLUSIONS 


Our data would seem to indicate that there is a 
tendency toward capillary fragility in diabetic pa- 
tients, but that the incidence of retinal hemorrhage 
with capillary fragility cannot be correlated. Capillary 
fragility tests are in no sense quantitative so that it 








must be remembered that they have real and important 
limitations. 


It is apparent that diabetes not only is a disease of 
disturbed sugar metabolism but also may represent a 
vascular disease. Any hypothesis to explain diabetes 
mellitus must certainly include that widespread vas- 


cular disturbance which involves both the venous and 
arterial circulation. 


I wish to thank Dr. H. T. Englehardt for directing the 
work done at the Jefferson Davis Hospital and also Drs. 
Harl D. Mansur, Jr., Robert Hill, and Thomas L. Royce. 
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ABSTRACT OF DISCUSSION 


Dr. ARTHUR GROLLMAN, Dallas: A question of great 
importance in connection with diabetic retinopathy, as with 
other complications, is its relation to the degree of control 
of the diabetic state. The statement: often is made that 
diabetic retinopathy, neurologic complications, renal com- 
plications, or their combination as in the so-called Kimmel- 
stiel-Wilson syndrome, are likely to occur in patients whose 
diabetes has been well controlled. To me this opinion appears 
misleading. The mere fact that severe complications occur is 
evidence that the diabetic state had not been adequately 
controlled, for obviously had it been, no complication should 
appear. 


Often, however, the error is made of judging the control 
of the diabetes by the degree of glycosuria, which may be 
particularly misleading in the older patient with nephro- 
sclerosis in whom the degree of glycosuria often is minimal. 
Likewise, the diabetes of a patient on an abnormally restricted 
diet may appear to be in good control insofar as glycosuria 
is concerned and the patient ultimately may develop com- 
plications. The appearance of any complication such as dia- 
betic retinopathy must be taken as a reflection of inadequate 
control of the patient’s diabetes. 


South Africa holds two world records for tuberculosis 
death rates. It has the highest death rate in the world in 
respect to the natives, and the lowest in the world as far as 
the European population is concerned —W. Norman Taylor, 
M. D., D.P.H., Health Educ. J., April, 1950. 
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_ CASE REPORTS 


CASE REPORT OF TWIN PREMATURE INFANTS 


N. C. WINDROW, JR,, 


Tue number of premature infants 
weighing less taan 900 Gm. (2 pounds) and surviving 
is small.! In view of the scarcity of reports on small 
premature infants in the literature, it must be assumed 
that other instances of survival which have not been 
reported have occurred. 

The smallest infant reported in the literature with 
survival was described in 1939.5 The baby was de- 
livered in the home fifteen minutes after the doctor's 
arrival. The infant was so small the physician paid 
little attention to it but concentrated on the mother. 
The nurse oiled the baby, wrapped it in a blanket, 
placed it in a basket, and then put it into the warm 
oven after giving it a few drops of brandy. The next 
morning the doctor, much to his surprise, was called 
by the nurse requesting feeding instructions. This so 
amazed him that he went to see the child. No scales 
were available, so the baby was wrapped up well, taken 
to the local grocery store, and weighed on the scales 
there. Affidavits were obtained from the owner of 
the scales and one other person that the baby weighed 
14 ounces (390 Gm.). This baby survived and was 2 
years old at the time of the report. 

The smallest infant for which a complete report 
appears in the literature was described by Fischer-Ban 
in 1931.* The infant weighed 600 Gm. at birth, lost 
to 540 Gm., regained its birth weight in ten days, and 
at the time of the report was 3 years old, small but 
normal. Pulford and Blevins in 1928 reported an 
infant weighing 680 Gm. at birth with survival.® 
Houlihan reported another weighing 705 Gm. in 
1933.* In 1935 Hoffman, Greenhill, and Landeen 
reported an infant weighing 735 Gm. which lost to 
595 Gm. on the eighth day and regained its birth 
weight by the twenty-fourth day.* Dale in 1947 re- 
ported an infant weighing 820 Gm. at birth with sur- 
vival." 

This report is of twins born after twenty-six weeks 
of gestation and weighing 1 pound 9 ounces (703 
Gm.) and 1 pound 10 ounces (733 Gm.) at birth 
with survival. 


CASE REPORT 


Mrs. E., a 21 year old white woman, was delivered of pre- 
mature twins by her obstetrician June 11, 1949, at St. 
Joseph’s Hospital in Houston. The period of gestation was 
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estimated at twenty-six weeks. The infants cried spontaneously 
and were placed immediately in an incubator with constant 
oxygen. Examination sufficient to rule out any congenital 
defect was done at this time. Baby A weighed 1 pound 10 
ounces (733 Gm.); baby B weighed 1 pound 9 ounces (703 
Gm.). Both infants were 10 inches long. Hykinone, 2.4 mg., 
was given to each infant at this time. 

The infants were handled only as necessary for the next 
forty-two hours. At that time both were in excellent condi- 
tion and it was deemed advisable to start feedings. 


Feedings were by gavage, starting with 5 cc. of water every 
three hours. After two successful feedings, milk in the form 
of a low fat content, powdered milk (Dryco) was given 
alternately with the water. Amount of the feedings was in- 
creased by 1 cc. each feeding. A total of 15 cc. per feeding 
was reached ninety-six hours postpartum or forty-two hours 
after feedings were started. This was estimated to furnish 
full fluid requirements, that is, 75 cc. per pound. At this 
time, June 15, the weights were as follows: baby A, 1 
pounds 6 ounces (619 Gm.); baby B, i pound 514 ounces 
(601 Gm.). Twenty-four hours after the 15 cc. or full fluid 
requirement was reached the alternate water feedings were 
discontinued and the milk mixture alone was given. On June 
19 the weight for each infant was 1 pound 714 ounces (661 
Gm.). 

No attempt was made to standardize the caloric intake in 
terms of body weight. The powdered milk was given in a 
1:3 dilution, which furnishes 10 calories per ounce. At 15 
cc. every three hours the caloric intake per twenty-four hours 
was approximately 30 calories per pound, well below the esti- 
mated requirement. This formula mixture was sufficient to 
produce weight gain and satisfied the infants for a period of 
thirty-seven days, during which the babies gained from 1 
pound 714 ounces (661 Gm.) up to 2 pounds 314 ounces 
(1,005 Gm.). At this time, July 22, the caloric intake was 
less than 20 calories per pound, and the infants became rest- 
less, cried before feedings, and developed a mild constipation. 
Feedings were increased in 5 cc. increments until the infants 
were satisfied. Dextri-Maltose B was added to furnish more 
calories and to control constipation. By August 15 the infants 
at 2 months of age were taking 114 ounces of a formula of 
150 calories consisting of Dryco 4 tablespoons, water 12 
ounces, and Dextri-Maltose B 1 tablespoon. Weight of the 
infants was 3 pounds 114 ounces. At this time the caloric 
intake was 50 calories per pound and fluid intake 120 cc. 
per pound. The infants displayed strong sucking reflexes and 
were placed on the bottle without difficulty. The milk mix- 
ture was increased to a 1:2 mixture on September 2, a week 
before discharge from the hospital. 

Supplementary vitamins in the form of Abdec were given 
starting at the end of the first week. Vitamin C as ascorbic 
acid 100 mg., was also given. No iron was given because of 
repeated blood transfusions. 

The course of the infants in the hospital was singularly 
clear of difficulties. On June 26 twin A regurgitated a small 
amount of her feeding. By the next day, she had developed 
moderate cyanosis and respiratory difficulty. Penicillin, 
50,000 units, was given with each feeding for the next week. 
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Her difficulty cleared within eighteen hours, but she re- 
mained somewhat listless. Her red blood cell count was 4,000,- 
000 with 84 per cent hemoglobin. Twin B had developed 
several small impetigenous lesions on the abdomen during 
the second month and oral penicillin produced a rapid re- 
covery. However, the blood determinations were essentially 
the same as for twin A. A 15 cc. blood transfusion was given 
to both infants on June 30 with improvement in their gen- 
eral appearance. 

Transfusions were repeated July 19, July 30, August 10, 
and August 30. Criteria for transfusions were listlessness and 
pallor. On July 27, in spite of two previous transfusions, the 
last only eight days before, twin A had a red blood cell count 
of 2,650,000 ard hemoglobin of 65 per cent. The last count 
obtained was on August 19, at which time the hemoglobin 
was 84 per cent with 3,500,000 red blood cells. 

The twins were dismissed from the hospital September 
10, weighing 5 pounds 6 ounces and 5 pounds 7 ounces. 
Each was 1714 inches long. Elixir of Feosol was added to 
their supplementary intake. They continued to gain well at 
home. Both twins had rather severe colic the first two months 
at home. When seen in the office on March 6, each weighed 
14 pounds 8 ounces and were entirely normal. 

During their stay in the hospital these infants regained 
their birth weight in seventeen days, doubled their birth 
weight in sixty-five days, tripled their birth weight in a little 
less than three months, and grew 714 inches in length in 
the three months. 


COMMENTS 


Proper nursing care is of the utmost importance to 
the welfare of premature infants. Without the best of 
nursing care no premature infant has much chance ‘of 
survival. Watcl:ful neglect the first thirty-six to forty- 
eight hours is advisable. 


Small premature infants appear to be terrifically 
dehydrated. However, this is not a dehydration but 
merely a lack of subcutaneous tissue. Tissue turgor 
and an infant’s appearance are not indications for the 
administration of fluids in these small infants. Imma- 
ture kidneys may be unable to handle excess fluids; 
therefore, care should be taken in the administration 
of fluids. Fluids other than by mouth need not be 
resorted to, atid any other type of medication would 
best be given by mouth. Admittedly this procedure 
does not cover all contingencies, but it should be 
observed if possible. 

Oral feedings may be started in from twenty-four 
to forty-eight hours and feedings should be small at 
first. Regurgitation is always dangerous and should be 


guarded against by slowly increasing the amount of 
the feedings. 


Fluid requirements the first few days are of much 
greater importance than caloric requirements. Once 
the fluid requirements are met, caloric requirements 
may be adjusted to the needs of the infant as judged 
by weight gain and a satisfied infant. Caloric require- 
ments are well below estimated requirements given by 


standard textbooks. 








Blood transfusions are necessary and valuable means 
of therapy. Only small amounts of blood are necessary 


at any one time, rendering a moderately difficult job 
easy. 


SUMMARY 


Twin premature infants weighing 1 pound 9 ounces 
(703 Gm.) and 1 pound 10 ounces (735 Gm.) at 
birth with survival are reported. 
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ABSTRACT OF DISCUSSION 


Dr. CHESTER DUNN, Kingsville: Prematurity, justifiably, 
is receiving an increasing amount of interest. One has but to 
analyze mortality statistics to realize the importance of this 
problem. The current yearly birth rate in the United States is 
approximately 4,000,000; 5 per cent, or 150,000, are prema- 
ture. The death rate during the first month is 2 per cent for 
full term babies and more than 50 per cent for premature 
babies. In 1945 prematurity ranked ninth in the leading 
causes of all deaths in the United States. Some progress has 
been made in recent years as shown by a decrease in pre- 
mature mortality of 23 per cent from the year 1935 through 
1944. Ninety-seven per cent of the deaths attributed to pre- 
mature birth in 1944 occurred in the first month of life; of 
this group, 57 per cent occurred the first day. 

The salient features of the evaluation and care of the 
premature infant can be found in Dr. Windrow’s report. 
Without question, the degree of maturity of the infant is 
the most important single factor in survival. It is generally 
accepted that the chances of survival are greater for multiple 
births for any given weight than in single born infants. It 
can be. assumed that these infants were more mature physio- 
logically than the 87 to 90 per cent of the so-called previable 
group that do not survive. 

Proper evaluation of maturity is the result of clinical ex- 
perience. Actually, this evaluation begins with the obstetrician 
and continues indefinitely after birth. As pointed out, the 
experienced nurse is more frequently the observer and often 
the therapist, with the doctor acting as the interpreter. It is 
plain that these infants had good nursing care with adequate 


physical facilities because of the conspicuous absence of 
difficulties. 


There can be little if any standardized or routine feeding 
procedure. The basic principles as presented are undoubtedly 
sound. After careful observation for thirty-six to seventy-two 
hours, the physician must decide the technique of feeding 
and estimate maintenance requirements. If gavage feedings 
are necessary, as in this case, it would seem desirable to use 
an indwelling polyethylene plastic tubing. This procedure 
obviates the difficulty of frequent handling and the tube is 
less irritating and of smaller diameter than was possible 
formerly with a rubber catheter. 
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Maintenance nutritional requirements are necessarily low 
during the first week or two. Requirements for activity, fecal 
loss, and specific dynamic action are minimal. No calories are 
needed for growth. Likewise, fluid requirements can be met 
with from 90 to 120 cc. per kilogram of body weight. Initial 
feedings of glucose water, then feedings of milk with a low 
fat content in progressive increments as outlined are accepted 
generally with minor variations. 

Perhaps Dr. Windrow can furnish more specific data re- 
garding the amcunt of vitamin supplements. Water soluble 
vitamin A and D preparations should be used, and if any 
feeding difficulty emerges, the physician should not hesitate 
to use parenteral materials. Parenteral vitamin K should be 
given, but this is not the complete answer to hemorrhagic 
tendencies. The increased physiologic anemia is refractory to 
iron therapy, as shown by Hahn using a radioactive isotope. 
Blood transfusions as indicated here are preferred. I prefer 
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to use penicillin by injection rather than orally whether it 
be given as a prophylactic or a therapeutic measure. 


Dr. WINDROW, closing: Aqueous vitamin preparations 
are advised to avoid the possibility of aspiration of oil and 
of lipoid pneumonia. Vitamin C should be administered 
shortly after birth in doses of from 25 to 100 mg. daily; it 
facilitates the metabolism of some of the essential amino 
acids. 


The premature infant has a relative deficiency in his store 
of calcium, which is exhausted by rapid growth. Vitamin D 
should be started within the first week to ten days and in- 


creased gradually until the infant is receiving at least 1,000 
I. U. daily. 


Vitamin A is also available in aqueous form with or with- 
out vitamin D although there is not the same need for it as 
for vitamin D. The need for vitamin B complex is less well 
known although there should be no harm in using it in cor- 
responding infant size dosage. The use of an aqueous multi- 
vitamin preparation is therefore practical. 
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Texas Society of Pathologists, Galveston, Jan. 28, 1951. Dr. Charles 
Phillips, Temple, Pres.; Dr. A. O. Severance, 205 Camden, San 
Antonio, Secy. 

Texas Surgical Society, Waco, Oct. 2-3, 1950. Dr. R. J. White, Fort 
— Pres.; Dr. Truman G. Blocker, 927 Strand, Galveston, 
ecy. 

Texas Tuberculosis Association, Dallas, April 13-14, 1951. Dr. Elliott 
Mendenhall, Dallas, Pres.; Miss Pansy Nichols, 208 E. Ninth, 
Austin, Executive Secy. 

Texas Urological Society, San Antonio, Jan. 22, 1951. Dr. Hub E. 


Isaacks, Fort Worth, Pres.; Dr. John M. Pace, 428 Medical Arts 
Bldg., Dallas, Secy. 


DISTRICT 


Second District Society. Dr. James W. Rainer, Odessa, Pres.; Dr. 
Frank M. James, 1021 N. Whitaker Ave., Odessa, Secy. 


Third District Society, Lubbock, Oct. 3-4, 1950. Dr. Allen T. Stew- 
= Lubbock, Pres.; Dr. James T. Hall, 1302 Avenue Q, Lubbock, 
ecy. 

Fourth District Society, Brownwood, Nov. 1, 1950. Dr. Gordon F. 
Madding, San Angelo, Pres.; Dr. S. B. Locker, First National Bank 
Bldg., Brownwood, Secy. 


Fifth and Sixth Districts Society, Corpus Christi, 1951. Dr. E. King 
Gill, Corpus Christi, Pres.; Dr. Foy Moody, 1611 Fifth St., Corpus 
Christi, Secy. 

Seventh District Society. Dr. John F. Thomas, Austin, Pres.; Dr. 
George W. Tipton, 502 W. 15, Austin, Secy. 

Eighth District Medical Society, Spring, 1951. Dr. Leonard Johnson, 
El Campo, Pres.; Dr. Robert Casey, Texas City, Secy. 

Tenth District Medical Society, Port Arthur. Dr. J. A. Richardson, 
Sr., Jasper, Pres.; Dr. Dale H. Davies, Liberty, Secy. 

Eleventh District Society, Tyler, Oct. 26, 1950. Dr. E. G. Faber, Tyler, 
Pres.; Dr. John M. Travis, Jr., Jacksonville, Secy. 

Twelfth District Society, Temple, Jan. 9, 1951. Dr. W. K. Logsdon, 
Corsicana, Pres.; Dr. N. C. Smith, Hillsboro, Secy. 

Thirteenth District Society, Mineral Wells, Oct. 10, 1950. Dr. R. L. 


Daily, Wichita Falls, Pres.; Dr. S. W. Wilson, Medical Arcs Bldg., 
Fort Worth, Secy. 


Fourteenth District Society, Bonham, June, 1951. Dr. Mayo Tenery, 
Waxahachie, Pres.; Dr. L. W. Johnston, 502 W. College St, 
Terrell, Secy. 

Fifteenth District Society, Texarkana, Oct. 26, 1950. Dr. F. V. 
Mondrik, Longview, Pres.; Dr. Hardy Cook, Longview, Secy. 


CLINICS 


Dallas Southern Clinical Society, Dallas, March 26-29, 1951. Miss 
Betty Elmer, Medical Arts Bldg., Dallas 1, Executive Secy. 


International Post-Graduate Medical Assembly of Southwest Texas, 
San Antonio, Jan. 23-25, 1951. Dr. John J. Hinchey, P. O. Box 
2445, San Antonio, Secy. 

New Orleans Graduate Medical Assembly, New Orleans, March 5-8, 
1951. Dr. Woodard D. Beacham, Room 105, 1430 Tulane Ave., 
New Orleans 12, Secy. 

North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 
Falls. Dr. Robert L. Daily, 214 Hamilton Bidg., Wichita Falls, 
Program Chairman. 

Oklahoma City Clinical Society Conference, Oklahoma City, Oct. 30- 
Nov. 2, 1950. Mrs. Muriel R. Waller, 512 Medical Arts Bldg., 
Oklahoma City 2, Executive Secy. 

Post Graduate Medical Assembly of South Texas, Houston, Nov. 20- 


22, 1950. Dr. Donald M. Paton, Secy., 229 Medical Arts Bidg., 
Houston. 
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The Oregon State Medical Society, the Oregon Physicians’ 
Service, eight county and regional medical societies, and eight 
individual doctors have been cleared completely of charges 
that they conspired to restrain and monopolize prepaid med- 
ical care plans in Oregon. A judgment handed down by U. S. 
District Judge Claude McColloch September 28 brings to 
an end proceedings which were instituted two years ago when 
the United States Department of Justice on October 18, 
1948, filed a complaint against the Oregon physicians under 
the Sherman Antitrust Act. Approximately 2,500 documents 
were entered as exhibits in the civil suit, which has received 
widespread attention as a test case in which the decision 
would have far-reaching effects on the future of medical 
practice throughout the nation. 

Because of their importance to physicians wherever the 
courts of the United States interpret the law, the opinions, 
findings, and notes of Judge McColloch in the Oregon case 
are reproduced here in full: 


OPINIONS, FINDINGS, AND NOTES 


UNITED STATES OF AMERICA, Plaintiff \ 
vs. ; 
OREGON STATE MEDICAL SOCIETY et al, Defendants f 


My work as a trial judge does not permit the preparation 
of a formal opinion in so complex a case. I will state my 
conclusions on the main issues and then will append some 
notes made at various stages throughout the trial. These may 
be of aid to counsel in the preparation of Findings of Fact 
and Conclusions of Law to be submitted as a basis for final 
judgment. 

Government's Contentions 


The Government contends (1) that defendants, beginning 
about 1936, conspired to restrain and monopolize prepaid 
medical care “in the State of Oregon”; (2) that “each of 
the medical societies” (Oregon State Medical Society and 
eight county and regional societies) “attempted to restrain 
and monopolize prepaid medical business in areas where they 
operate”; and (3) that “each of the medical societies” (Ore- 
gon State Medical Society and eight county and regional 
societies) “did restrain and monopolize prepaid medical 
business in areas where they operate.” 

I hold that none of the Government’s charges have been 
proven by a preponderance of the evidence. 


The Time Factor 


The Government presents its case against the Doctors un- 
der four time headings: 1930-1936; the year 1936; 1936- 
1941, and 1941 to date. 

I prefer to group the controlling events into two periods: 
(1) Prior to the organization of the Doctors’ own statewide 
plan in 1941; and (2) from the organization of the Doctors’ 
plan (Oregon Physicians’ Service) in December, 1941 to 
date. 

During the first period the Doctors were fighting defen- 
sively. They were quarreling among themselves and their 
chief antagonist exploited their dissension. This is the period 
of expulsion of doctors from medical societies—an unhappy 
and unfortunate period. Only death of the parties will close 
all the wounds that were made at that time. This period is 
ancient history. It has no legal or causal connection with the 
period 1941 to date, following the organization of the Oregon 
Physicians’ Service. 

The fatal weakness of the Government's case I feel is the 
attempt to tie the periods 1936-1941 and 1941 to date to- 
gether. 
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The Question for Dec:sion 


The question then left for determination is whether the 
Oregon Doctors in the formation of their own prepaid non- 
profit organization, OPS, have violated the anti-trust laws. 
As competitors of the privately-owned-for-profit organiza- 
tions in the same field, have the Doctors transgressed the 
bounds of legitimate competition? I hold that they have not. 


The Period 1936-1941 


This was the period when the Doctors were trying to find 
themselves. It was a defensive period. The Doctors felt they 
were being exploited. They were trying to maintain their 
professional standards. They felt the doctor-patient relation- 
ship was being destroyed. It was a period of groping for the 
correct position to take to accord with changing times. The 
Doctors sponsored their own prepaid plan (Multnomah) and 
then repudiated it. What the Doctors did during this period 
was not conspiracy. 


The Period 1941 to Date 


I really doubt that the Government believes the operations 
of Oregon Physicians’ Service are monopolistic. Its two chief 
competitors are tremendously profitable; they have the cream 
of the business, going only into selected areas, whereas OPS 
must go everywhere and has many other weaknesses inherent 
in cooperative enterprise. 

I hold that Oregon Physicians’ Service is not a conspiracy 
but, rather, an entirely legal and legitimate effort by the 
profession to meet the demands of the times for broadened 
medical and hospital service, eliminating the evils of pri- 


vately owned concerns as well as the element of private 
profit. . 


Are the Professions Exempt from the Sherman Act? 


This question has been reserved by the Supreme Court. I 
make reference to it in the Notes that follow. (Court's 
Opinion, page 4.) 


Interstate Commerce 


I am assuming (without finding) that interstate commerce 
is involved in this case. 


FINDINGS ON CONTROLLING ISSUES 
(Court’s Opinion, page 5.) 


I will make a finding that the defendants did not conspire 
to restrain and monopolize prepaid medical care in the State 
of Oregon. (Court’s Opinion, page 6.) 

I will make a finding that defendant medical societies 
did not attempt to restrain and monopolize prepaid medical 
business in areas where they operate by express agreement 
or concert of action within their own groups or with third 
parties. (Court’s Opinion, page 7.) 

I will make a finding that defendant medical societies did 
not in fact restrain and monopolize prepaid medical business 
in areas where they operate by express agreement or concert 
of action within their own groups or with third parties. 
(Court’s Opinion, page 8.) 

I will make a finding that defendant doctors and medical 
societies have not restrained or sought to restrain the use of 
hospital facilities by others, except in cases of lawful and 
legitimate professional discipline of individual doctors for 
unprofessional conduct detrimental to their patients, to the 
hospitals and to the public generally. (Court’s Opinion, 
page 9.) 
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The Government says regardless of motive, if the necessary 
result of action is monopoly, the statute applies. But I find 
(1) that the motive (intent) of defendants was not to 
restrain or monopolize; and (2) that monopoly did not in 
fact result and does not exist. Nor does unreasonable re- 
straint exist. (Court’s Opinion, page 10.) 

I will make a finding that if there was a conspiracy, as 
alleged by the Government, the thread was broken and the 
conspiracy ended when a large percentage of Oregon doctors 
entered the Armed Forces in the period 1941-1945. (Court's 
Opinion, page 11.) 

I will make a finding that if there was conspiracy, as 
alleged, the thread was broken and the conspiracy ended 
when the organized doctors of Oregon reversed their position 
in 1941 and engaged in contract practice through the me- 
dium of their own organization, Oregon Physicians’ Service. 
If the doctors had previously been conspirators, they then 
became competitors, competing with the existing privately 
owned and operated prepaid medical care organizations. 
(Court’s Opinion, page 12.) 

I will make a finding that OPS and the doctor-owned 
county and regional plans are business competitors with the 
privately owned profit making organizations and that, as 
competitors the doctors have conducted their organizations 
fairly and well within the legal limitations of competitive 
business practice. (Court's Opinion, page 13.) 

I will make a finding and/or conclusion that the practice 
of medicine is not a trade within the meaning of the Sher- 
man Law. (Court’s Opinion, page 14.) 


FINDINGS ON SUBSIDIARY ISSUES 
(Court’s Opinion, page 15.) 
Rule of Reason 


Years ago the Supreme Court applied the “Rule of Reason” 
to anti-trust prosecutions. I will make a finding that the 
restraint of trade (if any) in this case was and is not un- 
reasonable. I do not include in this fee fixing for, as I state 
in another Note, if doctors are held to be engaged in a trade, 
they cannot “fix fees” under the Supreme Court’s decisions. 
Incidentally, the privately owned hospital associations fix 
fees and they are engaged in a trade. (Court’s Opinion, 
page 16.) 


The Purpose of Oregon Doctor-Owned Plans 


I will make a finding that OPS and the various county or 
regional doctor-owned or doctor-sponsored prepaid medical 
plans were not formed to eliminate or restrain organizations 
already in the field; on the contrary, they were formed to 
meet the social need which had arisen for group medical 
care, eliminating the element of private profit, over and 
above legitimate hospital and medical charges. (Court's 
Opinion, page 17.) 


“Taking Tickets” 


I will make a finding that there is no present conspiracy, 
combination, agreement or concert of action among doctors 
not to “Take tickets’’ of privately owned hospital associa- 
tions. 

I will make a finding and/or conclusion that refusal to 
“take tickets” of privately owned associations is not boycott. 
(Court’s Opinion, page 18.) 


Boycott 


I will make a finding and/or conclusion that defendants 
have not in recent times (if ever) boycotted privately owned 
hospital associations, and that they do not, so far as the evi- 
dence or legitimate inferences show, intend to boycott pri- 
vately owned hospital associations in the future. (Court's 
Opinion, page 19.) 


Restraint on Hospitals 


Restraint on hospitals was alleged but nothing substantial 
offered in proof. (Court’s Opinion, page 20.) 


NOTES 
(Court’s Opinion, page 21.) 
Restriction (?) of Prepaid Coverage 


Note 1. A greater per cent of Oregon covered by prepaid 
plans than in any other state. (p. 455 Government's brief.) 
(Court’s Opinion, page 22.) 


This Is Not Monopoly 


Note 2. Only 120,000 out of 1,510,000 people in the state 
belong to OPS. (Court’s Opinion, page 23.) 


Hard to Follow 


Note 3. The Government charges that OPS is engaged in a 
conspiracy to monopolize statewide prepaid medical care, but 
OPS is criticized because it does not go into certain counties. 
(Court’s Opinion, page 24.) 


“Allocation of Territory” 


Note 4. Obviously, two doctor-sponsored plans, one state- 
wide, the other local, could not operate in Klamath County, 
to take an instance. If the needs of the public are adequately 
taken care of in a particular county through the activities of 
local physicians, the profession’s duty as to prepaid medical 
care in that particular county is fully discharged. On this 
point, the Government has fallen into absurdity. Apparently 
it says OPS should use X County Physicians to compete with 
X County Physicians. (Court’s Opinion, page 25.) 

Note 5. There is frequent reference in the Government’s 
brief to the “economic aspect” of the defendant doctors’ ac- 
tivities. 

It was said “the laborer is worthy of his hire.” (Court's 
Opinion, page 26.) 


Fee Fixing “Activities” 


Note 6. This expression is used in the Government's brief. 
Is supervision of fees within a profession unlawful? Barbers 
do it, bricklayers, beauty operators, milk men. (Court's Opin- 
ion, page 27.) 

Fee Fixing 


Note 7. Of course, if the professions are trades, then fee 
schedules become (under Supreme Court decisions) per se 
unlawful. 

The question of fee fixing has become academic in the 
present case because the case revolves around the legitimacy 
of the operations of the doctors in competition with the 
privately owned plans. The Government concedes the right 
of the doctors to compete in this field and the fixing of fees 
is of the very essence of all prepaid plans, whether doctor- 
owned or privately owned. (Court’s Opinion, page 28.) 


Power 


Note 8. The Government in Sherman Act prosecutions is 
the particular group in charge of the anti-trust department 
of the Department of Justice at the time, and the type of 
prosecutions brought in a given era reflect the economic and 
social views of those in power at that time. Instance: At- 
tempts by Assistant Attorney General Arnold to subject 
Organized Labor to the anti-trust laws. (Court’s Opinion, 
page 29.) 


“The Sherman Act Means What the Courts Say It Does” 


Note 9. The Supreme Court has held that Organized Labor 
does not come under the anti-trust laws. This was court-made 
law. 
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Can it be justly contended that the Congress intended to 
include the professions when it enacted the Sherman law in 
1890? The American Medical Association has been in 
existence 43 years. The American Bar Association was or- 
ganized in 1878. (Court’s Opinion, page 30.) 


Variable National Policies 


Note 10. During the late war, exemption from the anti- 
trust laws was given to large enterprises in order to attain 
maximum production of vital materials. (Legislation just 
enacted 9/23/50 appears to authorize exemptions during 
the present Korean crisis.) 

N.R.A. was an interesting aberration. The oil companies 
pleaded unsuccessfully that they were only doing what they 
had been encouraged to do under N.R.A. (310 U. S. 150.) 
(Court’s Opinion, page 31.) 


Court-Made Policies 


Note 11. A keen analyst has said the Sherman Act “‘suf- 
fered from bad draftsmanship.” That this is a broad field for 
court-made law was the observation of Judge Learned Hand 
in the recent New York communist cases. (Court’s Opinion, 
page 32.) 


The Age of the Common Man 


Note 12. In a measure, this case is an attack on the profes- 
sions. Everything critical of the doctors that has been said 
in the case could be said of the legal profession. 

The World Revolution that we hear about allows no place 
for the professions. All that is principle, dignity, the efforts 
of the ages to create an aristocracy of intellect—these are to 
be destroyed in the interest of “The common man.” 

He will be “common,” indeed, without professions in the 
society which he is to rule. (Court’s Opinion, page 33.) 


Self-Preservation 


Note 13. Leaders among the doctors maintain the view 
that doctor-owned prepaid medical plans are the profession’s 
answer to socialism. 

Can it be that a profession may not defend itself by re- 
organization of its methods, by doing within the profession 
what has been compelled elsewhere by law; that, thus, to 
reorganize and seek to preserve its independent status makes 
an organized profession and its leaders criminals and subject 
to the injunctive power of the courts? 

In short, that organized medicine must remain a sitting 
duck while socialism overwhelms it? I would not expect an 
American court to hold that. (Court’s Opinion, page 34.) 


Socialized Medicine 


Note 14. Socialized medicine may overtake them but the 
doctors claim the right to save the profession from socialism. 
That is what this case is about, according to the doctors’ view- 
point. As to this defense it must be conceded that the pur- 
pose with which action is taken is of prime importance under 
the Sherman Act. (Court’s Opinion, page 35.) 


Constitutional Democracy 


Note 15. Constitutional democracy is not a one-way road. 
Those seeking changes, radical or otherwise, may urge them. 
Those who believe in things as they are or who seek to retain 
them in modified form may oppose radical change, without 
becoming subject to the criminal laws. That certainly includes 
vitally interested parties whose way of living, whose living 
itself, is threatened. This is entirely aside from considerations 
of public interest. 

I may be one of the most despicable persons in the com- 
munity and, having great wealth, put it to entirely anti-social 
uses. Under our system, I may fight for the right to continue 
my way of life. Social forces, acting through the Government, 
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may impinge on me but I can oppose them with all my 
might. That is one of the issues in this case. What was the 
purpose of the doctors in organizing the Oregon Physicians’ 
Service? Was it to obtain a monopoly in the prepaid medical 
field, or was it to save themselves and their profession from 
threatened socialization? I hold it was the latter and that 
nothing in the anti-trust laws deprives them of the right to 
fight to defend their independent professional status. That is 
entirely different from whether socialization can be lawfully 
forced on them. 1 might add that any other construction of 
the statute would raise the greatest questions. (Court’s Opin- 
ion, page 36.) 

Judge Learned Hand 


Note 16. Judge Learned Hand said: “A monopoly of all 
those interested in an activity is no monopoly at all, for no 
one is excluded, and the essence of monopoly is exclusion. ... 
If other services (hospital associations in this case) were in- 
cidentally driven out, that would not be an actionable wrong.” 
(52 F. Supp. 362, 374.) 

Membership in Oregon Physicians’ Service is open to all 
doctors in good standing in a medical society, local or State. 
Query, under Judge Learned Hand’s definition, if all doctors, 
members of medical societies, became members of OPS, 
would this be a monopoly? 

In this connection, I will make a finding that it has not 
been shown that at any time within recent years, has member- 
ship in any medical society been denied to a doctor because 
of his connection with any private hospital association. 
(Court’s Opinion, page 37.) 


The Legal Profession Next 


Note 17. ‘The trend and drift towards Socialized Medicine 
should be all the lawyer needs to recognize that Socialized 
Law is but the next step for those dedicated to the socialized- 
police state.... 

“The socialization of the law, if lawyers permit it to come 
about, will ultimately contribute more to the destruction of 
Democracy than any other thing that can happen. It can hap- 
pen here!” (Quoted from Oregon State Bar bulletin,*Alex- 
ander G. Brown, editor, August, 1950.) (Court’s Opinion, 
page 38.) 


Judge Wilkin 


Note 18. Judge Wilkin has pointed out the slowness of the 
legal profession to organize in the United States. The Amer- 
ican Bar Association was organized in 1878. 

It was unlawful in one of the Colonies to practice law. The 
cycle is that way again. (Court’s Opinion, page 39.) 


The Professions 


Note 19. The professions are monopolies, but they are not 
per se unlawful because they are not trades. (Court's Opin- 
ion, page 40.) 


Compliment to Government Counsel 


Note 20. I desire to compliment Mr. Marcus and his staff 
that they have not pressed in this case for a holding that 
professions are trades, but have been willing to rest their 
case on other grounds. (Court’s Opinion, page 41.) 


Slaves 


Note 21. Judge Robert N. Wilkin says Greek slaves were 
the physicians in Rome. To this he attributes the late rise 
of Medicine as a profession, as compared with law. (‘The 
Spirit of the Legal Profession,” p. 157.) (Court’s Opinion, 
page 42.) 


Doctors 


Note 22. Doctors, like lawyers, are not popular but they 
have this advantage, they are an absolute necessity. 
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It was said in the last war every ship having a complement 
of one hundred men or more had a doctor (Compare Horatio 
Hornblower); on the battlefields a doctor was within reach 
of every wounded man. 

Apparently lawyers reached the peak of their popularity 
early. (See Gibbons great Chapter 44.) (Court’s Opinion, 
page 43.) 

An Ohio Will 


Note 23. ‘Shun preasts of all orders, Drs. of all profession 
and lawyers of all grades. I don’t include Surgerry with 
Doctors, and above all class that afflict humaity the lawyers 
is the worst.’ (Court’s Opinion, page 44.) 


Flexing Their Muscles 


Note 24. Union witnesses were offered by the Govern- 
ment to testify angrily that doctors would not give them 
itemized statements. I think the issue was magnified, but I 
was struck by the attitude of the men towards the professions. 
(Court’s Opinion, page 45.) 


Klamath 


Note 25. A striking instance of local initiative is furnished 
by the Klamath County doctors. At a cost to themselves of 
$400,000, the Klamath doctors purchased and modernized 
two privately owned hospitals. They did this because hospital 
costs were too high under private management and the 
service was not adequate. 

Needless to say, after this heavy investment, the Klamath 
doctors have their own local prepaid plan and for this, al- 
though not named as defendants, they are charged with being 
parties to the alleged statewide conspiracy to restrict medical 
care. 

I have great difficulty in following the Government's crit- 
icism of county and regional doctor groups who have set up 
their own local prepaid plans. They are but discharging their 
duty to their own local people, it seems to me. 

Is this what the Government wants: That doctors should 
leave the field to the privately owned companies? Certainly 
not that, for at the trial the Government lawyers conceded 
the right to the doctors to compete. (Court’s Opinion, page 


46.) 


Some Quotes 


Note 26. “Loyalty to the client’s interest is the highest 
duty of a lawyer. Socialization would destroy the indepen- 
dence of the Bar and create a loyalty above that owed to the 
client.” 

“The professional service of a lawyer should not be con- 
trolled or exploited by any lay agency, personal or corporate, 
which intervenes between client and lawyer.” 

The above quotations are very like the doctors’ utter- 
ances that are condemned by the Government in this case. 
The quotations are from 1950 writings of the American Bar 
Association. 

Canon 35 of the Canons of Professional Ethics of the 
American Bar Association provides: 


INTERMEDIARIES 


“The professional services of a lawyer should not be con- 
trolled or exploited by any lay agency, personal or corporate 
which intervenes between client and lawyer. A lawyer’s re- 
sponsibilities and qualifications are individual. He should 
avoid all relations which direct the performance of his duties 
by or in the interest of such intermediary. A lawyer’s rela- 
tion to his client should be personal and responsibility should 
be direct to the client....” (Court’s Opinion, page 47.) 


The A.M.A. Case 


Note 27. The present case represents an effort to apply 
the decision obtained against the American Medical Associa- 


tion (317 U. S. 519) to Oregon. The facts are different. 
The times are different. (Court’s Opinion, page 48.) 


Amends to Dr. Moore and Others 


Note 28. Since doctors generally are now doing the same 
things for which they expelled their brothers in 1936 and 
years following, fair play suggests that amends, where pos- 
sible, be made to those still living. Doctors expelled or who 
resigned under pressure from the medical societies should be 
returned to membership. (Court’s Opinion, page 49.) 


The foregoing findings and notes may be deemed and 
treated as Findings of Fact on factual matters and as Conclu- 
sions of Law on legal questions—to be supplemented by 
formal Findings and Conclusions if counsel deem it neces- 
sary or appropriate to submit further Findings and/or Con- 
clusions for consideration. (Court’s Opinion, page 50.) 

Plaintiff's case was, at my request, argued fully at the end 
of the Government's testimony; and, having had the ad- 
vantage of extensive pre-trial hearings and exhaustive briefs, 
I have not felt the need for further argument. (Court’s Opin- 
ion, page 51.) 

Judgment of dismissal will at a later time be entered. 

Dated at Portland, Oregon, this 28th day of September, 
1950. 


CLAUDE MCCOLLOCH, District Judge. 


UNIVERSITY OF TEXAS MEDICAL BRANCH 


Dr. Jack R. Ewalt, administrator of hospitals and professor 
of neuropsychiatry at the University of Texas Medical Branch, 
Galveston, has been appointed dean of the University’s Post- 
graduate School of Medicine, Houston, to succeed Dr. R. Lee 
Clark, who has been serving in that position as well as in the 
directorship of the M. D. Anderson Hospital for Cancer Re- 
search. Dr. Clark will continue to head the hospital. Dr. 
Ewalt will coordinate activities at the various medical divi- 
sions of the University with regard to residency training, 
postgraduate clinical conferences and refresher courses, special 
postgraduate courses, and other postgraduate services. He will 
supervise the San Antonio Division of the Postgraduate 
School of Medicine now being established with Dr. James 
A. Bethea, assistant dean, in charge, and other divisions 
which may be set up throughout the state in an effort to 
promote better residency training programs. Dr. Truman G. 
Blocker, Jr., professor of plastic and maxillofacial surgery at 
the Medical Branch, has been appointed to succeed Dr. Ewalt 
as administrator of hospitals at the Medical Branch. 

Four postgraduate courses on medical preparedness for 
atomic warfare have been announced by the Post-Graduate 
Division of the University of Texas Medical Branch, Gal- 
veston. They will be held as follows: Corpus Christi, Decem- 
ber 15-16; Tyler, January 12-13, 1951; El Paso, February 
2-3; and Lubbock, February 16-17. A preliminary session 
in November, 1950, will be held for the Galveston, Houston, 
and Beaumont area. 

The course will include organization for medical prepared- 
ness; the principles of handling and sorting casualties; field 
dressing; diagnosis and treatment of burns, traumatic in- 
juries, and radiation sickness; and the collection and preserva- 
tion of necessary supplies. Speakers from the staff of the 
Medical Branch will include experts in the biological effects 
of radiation and specialists in the surgical treatment of 
burns and traumatic injury. 

To coordinate research studies at the Medical Branch a 
committee has been organized as follows: Dr. T. G. Blocker, 
Jr., chairman; Dr. F. M. Townsend; Dr. E. J. Poth; Kenneth 
McConnell, Ph. D.; and Dr. William Levin. The committee 
will assist in the administration of grants for research on 
radioactive substances and aid in the promotion of seminars 
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and meetings on recent developments in radiobiology and 
medicine. 

Dr. John W. Middleton, director of the Student Health 
Service and of the Chest Clinic of the Medical Branch, has 
been promoted to associate professor of internal medicine. 
He will be director of the new Ziegler Memorial Tuber- 
culosis Hospital, which is to be erected under the bequest 
of the late Mrs. Rosa Ziegler of Galveston. 

The isolation of a new antibiotic derived from blood by 
the Rickettsial Research Laboratory of the Medical Branch 
under the direction of Dr. L. Anigstein and his associates, 
D. W. Micks, Sc. D., and Miss Dorothy Whitney, is reported 
in the June issue of the Proceedings of the Society for Experi- 
mental Biology and Medicine and also the British journal, 
Nature, for July 22. 


PERSONALS 


Dr. Joseph Hill and Sol Haberman, Ph. D., representing 
the Southwestern Medical Foundation, attended the interna- 
tional Society of Hematology meeting in Cambridge, Eng- 
land, from August 21 to 26. They read papers and pre- 
sented a scientific exhibit, reports the Dallas News. 

Dr. and Mrs. Ernest F. Cadenhead, Brownwood, attended 
the International College of Surgeons meeting in Buenos 
Aires in August, states the Brownwood Bulletin. Dr. Caden- 
head, who recently received a certificate as diplomate of the 
International Board of Surgery, presented a paper with lan- 
tern slides on the surgery of the aged woman and a number 
of related case reports. 

Dr. Ralph Bowen, Houston, has been requested to give a 
paper on “Insects and Their Role in Allergy” before the 
pediatric section of the Southern Medical Association meet- 
ing in St. Louis in November, reports Medical Record and 
Annals. 

Dr. Thomas J. Melton, Jr., Midland, has been granted 
membership in the International College of Surgeons, reports 
the Denison Herald. He is to be formally inducted into the 
College at its meeting October 31 to November 4 in Cleve- 
land. 

Dr. George N. Irvine, Jr., San Angelo, has been awarded 
a year’s fellowship at the Lahey Clinic, Boston, announces 
the San Angelo Evening Standard. He began his studies 
August 1. 

Dr. W. P. Cappleman, Temple, was recently certified by 
the American Board of Internal Medicine, according to the 
Honey Grove Signal Citizen. 

Dr. E. S. McLarty, Galveston, was named the first presi- 
dent of the Galveston County chapter of the American 
Academy of General Practice, which was organized in July, 
according to the Alumni Bulletin of the University of Texas 
Medical Branch. Other officers are Dr. E. H. Klatt, vice- 
president, and E. F. Jones, secretary-treasurer, both of Gal- 
veston. 

Dr. Knox Pittard, Anson, has established an agricultural 
library for the farmers of Jones County in Anson, according 
to the Abilene Reporter. 

Girls were born recently to Dr. and Mrs. C. C. Cody, Ill, 
Houston, and Dr. and Mrs. W. L. Carrington, Mexia. 

Recent parents of boys are Dr. and Mrs. Lee Williamson, 
Abilene, Dr. and Mrs. E. D. Shacklett, Jr., Marlin, and Dr. 
and Mrs. G. M. Kahn, Galveston. 





AMERICAN SOCIETY OF ANESTHESIOLOGISTS 


Approximately 1,000 physicians are expected to attend the 
annual meeting of the American Society of Anesthesiologists, 
which for the first time is being held this year west of the 
Mississippi. The meeting will be from November 7 to 10 
at the Shamrock Hotel, Houston. 
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Among the many features of the meeting will be forty- 
eight refresher courses, clinical demonstrations, technical and 
scientific exhibits, luncheons, and a cocktail party and dinner 
dance. No registration fee will be charged and any physician 
sponsored by a member of the society may attend. 

All sessions with the exception of the hospital clinics will 
be held in the Shamrock Hotel. The first day, November 7, 
will be devoted to the refresher courses. On the succeeding 
three days two sessions of scientific lectures will be con- 
ducted simultaneously to provide a wide choice of topics for 
those attending. The luncheons will be given November 8 
and 9, and the cocktail party and dinner dance the evening 
of November 9. 

During the annual program of the Committee on Medical 
Schools and Postgraduate Education the evening of Novem- 
ber 8, a panel discussion will be held on “Economics, Admin- 
istration, and Organization in Anesthesia.” Mr. William C. 
Stronach, executive secretary of the American College of 
Radiology, Chicago, will discuss “Radiological Economics,” 
and Chauncey D. Leake, Ph. D., vice-president of the Uni- 
versity of Texas Medical Branch, Galveston, will speak on 
“The Significance of Postgraduate Education with Special 
Reference to Anesthesiology.” 

Dr. Lawrence F. Schuhmacher, Houston, is chairman of 
the local arrangements committee. Additional information 
regarding the meeting may be obtained from Dr. Schuh- 
macher or from Mr. John H. Hunt, Executive Secretary, 
American Society of Anesthesiologists, 188 West Randolph 
Street, Chicago 1. 


Texas Doctors’ Exhibits at Meeting 


Two exhibits prepared by Texas physicians will be dis- 
played in the scientific exhibits at the meeting of the Amer- 
ican Society of Anesthesiologists in Houston from November 
7 to 10. Dr. Allan Bloxsom, Houston, will have an exhibit 
On a positive pressure oxygen air lock designed for the 
resuscitation of the asphyxiated newborn infant. “Cervico- 
dorsal Sympathetic Blocks” is the title of an exhibit pre- 


pared by Drs. Harvey C. Slocum and Charles R. Allen, 
Galveston. 


GULF COAST INDUSTRIAL HEALTH CONFERENCE 


The third annual Gulf Coast Regional Conference on In- 
dustrial Health was held in Houston from October 12 to 14. 
Attending were representatives of the medical profession, 
industrial nurses, safety engineers, public health personnel, 
insurance company and utility representatives, sanitary and 
chemical engineers, and representatives of labor and man- 
agement. 

The keynote speaker was Dr. Robert A. Kehoe, director 
of the Kettering Laboratory for Applied Psychology, Cincin- 
nati. Two panel discussions on “Teamwork in Industrial 
Health” and “The Evaluation of the Degree of the Physically 
Handicapped Employee and His Employment’’ and a sym- 
posium on “Atmospheric Contamination and Industrial 
Wastes” were held. 


Ped:atrics Course in Arkansas 


A postgraduate pediatric course will be given at the Uni- 
versity of Arkansas School of Medicine, Little Rock, No- 
vember 6-7, under sponsorship of the University’s Pediatric 
Department, the Maternal and Child Health Division of the 
State Board of Health, and the Arkansas Medical Society. 
All interested physicians, nurses, and public health workers 
are invited to attend, and no fee will be charged, Dr. William 
A. Reilly, head of the Pediatric Department, states. Two 
prominent practical speakers from outside the state will par- 
ticipate in the course. 
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POST GRADUATE MEDICAL ASSEMBLY OF 
SOUTH TEXAS 


The sixteenth annual meeting of the Post Graduate Med- 
ical Assembly of South Texas will be held November 20-22 
at the Shamrock Hotel, Houston. 

Distinguished guest speakers will include the following: 

Dr. ARTHUR J. BEDELL, emeritus professor of ophthalmology, 
Albany Medical College, Albany, N. Y. 

Dr. WILLIAM BoyD, professor of pathology and_ bacteriology, 
University of Minnesota, St. Paul. 

Dr. AMOS CHRISTIE, professor of pediatrics, Vanderbilt University, 
Nashville. 

Dr. WILLIAM DAMESHEK, professor of clinical medicine, Tufts 
College Medical School, Boston. 


Dr. O. SPURGEON ENGLISH, professor of psychiatry, Temple Uni- 


versity, Philadelphia. 


Dr. NICHOLSON J. EASTMAN, professor of obstetrics, Johns Hop- 
kins University, Baltimore. 

Dr. L. KRAEER FERGUSON, professor of surgery, Graduate School 
of Medicine, University of Pennsylvania, Philadelphia. 

Dr. L. H. GARLAND, clinical professor of radiology, Stanford Uni- 
versity, San Francisco. 

Dr. JOHN H. GIBBON, JR., professor of surgery and director of 
surgical research, Jefferson Medical College, Philadelphia. 

Dr. JULIUS LEMPERT, director of surgery and postgraduate teach- 
ing, Lempert Institute of Otology, New York. 

Dr. FRANCIS W. LYNCH, clinical professor, Division of Dermatol- 
ogy, University of Minnesota, St. Paul, Minn. 

Dr. ROBERT B. MCIVER, chief of the Department of Urology, 
Duval Medical Center and St. Vincent’s Hospital, Jacksonville, Fla. 

Dr. ROBERT A. ROSS, associate professor of obstetrics and gynecol- 
ogy, Duke University, Durham, N. C. 

Dr. BYRON SMITH, assistant professor of ophthalmology, New York 
University College of Medicine, New York. 

Dr. HOWARD B. SPRAGUE, associate physician, Massachusetts Gen- 


eral Hospital, and clinical associate in medicine, Harvard Medical 
School, Boston. 


Dr. GEORGE H. THIELE, co-chief of colon surgery, Kansas City 
General Hospital, Kansas City, Mo. 


Dr. O. E. VAN ALYEA, associate clinical professor, University of 
Illinois, Chicago. 


Dr. NATHAN A. WOMACK, professor of surgery and head of De- 
partment of Surgery, State University of Iowa, Iowa City. 

Three separate sections, Medical, Surgical, and Eye, Ear, 
Nose, and Throat, will meet daily from 9 a. m. to6 p.m. A 
daily luncheon will be followed by a question and answer 
period. Guest speakers for the luncheons on “America’s Fight 
Against Socialism” will be as follows: Monday, the Hon. 
W. Lee O’Daniel, former Governor and former United States 
Senator from Texas; Tuesday, the Hon. Martin H. Dies, 
former chairman of the House Un-American Activities Com- 
mittee; and Wednesday, Capt. Eddie Rickenbacker, World 
War I ace, and president and general manager of Eastern 
Air Lines. Technical, and scientific exhibits and motion pic- 
tures will be shown. A reception and dance will be held the 
evening of November 21. 

The registration fee of $20 will cover all features of the 
meeting and a reduced fee of $10 is offered to doctors on 
active duty in the armed forces. 

Further information may be obtained by addressing the 
Post Graduate Medical Assembly of South Texas, 229 Med- 
ical Arts Building, Houston. 


SOUTHERN MEDICAL ASSOCIATION 


The St. Louis Medical Society will be host for the Southern 
Medical Association meeting in St. Louis from November 
13 to 16. All meetings, exhibits, and registration will be 
held in the Kiel Municipal Auditorium, which will be 
general headquarters. 

The first two days will be occupied with general clinical 
sessions covering the entire field of medicine. Medical and 
surgical sessions dealing with new techniques and modes of 
therapy will be conducted on each of these days by men out- 
standing in special fields. Each session will be followed by 
a question and answer period. 

The last two days will be devoted to meetings of the 


twenty-one sections and several conjoint meetings of the 
American College of Chest Physicians, Southern Chapter; 
College of American Pathologists, Southeastern and South 
Central Sections; and Gerontological Society. Scientific and 
technical exhibits will be shown. 

On November 14 a subscription dinner for association 
members and their guests will be followed by a dance. 
Special tables may be reserved for parties. 

No registration fee will be charged for the meeting, since 
membership dues include registration. Membership is open 
to members of the American Medical Association. The an- 
nual dues of $8 also cover subscription to the Southern 
Medical Journal. 

Additional information may be obtained from Mr. C. P. 
Loranz, Empire Building, Birmingham 3, Ala. Hotel reserva- 
tions will be cleared through the Housing Bureau, Southern 
Medical Association, 911 Locust Street, Room 406, St. Louis. 
Since many reservations already have been completed, phys- 
icians interested in attending should give the Housing 


Bureau their requirements as soon as possible. 


TEXAS PEDIATRIC SOCIETY 


A two-day clinical meeting of the Texas Pediatric Society 
was held in Fort Worth, October 6-7, with five guest speak- 
ers: Drs. Harry Bakwin, associate professor of pediatrics, New 
York University College of Medicine, New York; Russell J. 
Blattner and Gladys J. Fashena, professors of pediatrics, South- 
western Medical School of the University of Texas, Dallas; 
C. C. Morris, III., assistant professor of pediatrics, University 
of Texas Medical Branch, Galveston; and William A. Reilly, 
professor of pediatrics, University of Arkansas Medical 
School, Little Rock. 


The scientific program was as follows: 


OCTOBER 6 
Dr. Byron York, Houston, presiding. 
Childhood Hypothyroidism: Its Genesis—Dr. Reilly. 
Etiology of Behavior Problems in Children—Dr. Bakwin. 
Newer Insight into Problems of Eczema and Allergy-—Dr. Morris. 
Dr. Robert L. Moore, Dallas, presiding. 
Enuresis—Dr. Bakwin. 
Management of Acute Renal Insufficiency—Dr. Fashena. 
Carrier-Free Iodine Uptake and Urinary Excretion in Normal and 
Hypothyroid Children—Dr. Reilly. 
OCTOBER 7 
Dr. C. P. Jasperson, Corpus Christi, presiding. 


Treatment of Reticuloendotheliosis with Nitrogen Mustard—Dr. 


Blattner. 
Problems in Care of Newborn—Dr. Bakwin. 
Recent Clinical Observations in Diphtheria—Dr. Reilly. 

A luncheon was held October 6, and a dinner with music 
and entertainment was held the evening of October 6 with 
Dr. L. O. Godley, Fort Worth, as master of ceremonies. 


Houston Ophthalmic Pathology Laboratory 


An ophthalmic pathology laboratory has been established 
during the past year at Baylor University College of Medi- 
cine, Houston, under the auspices of the Departments of 
Ophthalmology and Pathology. 

One phase of the laboratory's activities is research into 
diseases of the eye. Another is the receiving of eyes for 
sectioning and diagnosis. The laboratory cooperates with the 
Registry of Ophthalmic Pathology at the Armed Forces 
Institute of Pathology, Washington, D. C., to which ocular 
material is forwarded. 

Any ophthalmologist or pathologist wishing details for 
the submission of specimens of whole globes is requested to 
write the Eye Pathology Laboratory, Baylor University Col- 
lege of Medicine, 1200 M. D. Anderson Boulevard, Hous- 
ton 4. 
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SOUTHWEST REGIONAL CANCER CONFERENCE 


The annual Southwest Regional Cancer Conference, open 
without charge to interested physicians, will be held Novem- 
ver 15 in Fort Worth. The speakers and their topics are as 
follows: 

Dr. A. J. Donnelly, pathologist,“ American Oncologic Hospital, 
Philadelphia: “Some Considerations of the State of Carcinogenesis 


of Skin’’ and “Certain Effects of Irradiation on Metastatic Carcinoma 
in Cervical Lymph Nodes.” 


Dr. G. W. N. Eggers, professor of orthopedics, University of Texas 
Medical Branch, Galveston: ‘‘Synovioma’’ and “Bone Sarcoma in 
Children.” 


Dr. William S. McCune, associate clinical professor of surgery, 
George Washington University Medical School, Washington, D. C.: 
‘Diagnosis and Treatment of Malignant Melanoma’’ and ‘Tumors of 
the Parotid Gland.” 


Dr. U. V. Portmann, head of the Department of Radiology, Cleve- 
land Clinic, Cleveland, Ohio: ‘Diagnosis of Cancer of the Breast and 
Criteria of Incurability’’ and ‘‘Cancer of the Nose and Pharynx.”’ 

Dr. Peter A. Rosi, associate professor of surgery, Northwestern 
University Medical School, Chicago: ‘‘Carcinoma of the Colon’’ and 

Carcinoma of the Stomach.” 

Dr. Portmann will discuss “What We Have Learned 
about Cancer and Its Treatment” in a public meeting to be 
held the evening of November 15, and all of the distin- 
guished guests will participate in a tumor clinic the preceding 
evening. 

Further details may be obtained from the Secretary, 209 
Medical Arts Building, Fort Worth. 


Tumor Course at Medical Branch 


The University of Texas Medical Branch in cooperation 
with the Texas State Department of Health is giving a post- 
graduate course on tumors of the femaie genital tract and 
the breast November 7-10 in Galveston. 

The guest speakers will be as follows: 

Dr. LAUREN V. ACKERMAN, St. Louis, associate professor of sur- 
gical pathology, Washington University School of Medicine. 


Dr. H. GLENN BELL, San Francisco, professor of surgery, Univer- 
sity of California. 


Dr. JUAN A. DEL REGATO, Colorado Springs, radiologist, Penrose 
Cancer Hospital. 


Dr. CHARLES E. DUNLAP, New Orleans, professor of pathology, 
Tulane University of Louisiana. 

Dr. ROBERT L. FAULKNER, Cleveland, assistant professor of 
gynecology, Western Reserve University. 


Dr. JOHN V. GOODE, Dallas, professor of surgery, Southwestern 
Medical School. 


Dr. W. R. KNIGHT, Houston, instructor in clinical gynecology, 
Baylor University College of Medicine. 

Dr. ISADORE LAMPE, Ann Arbor, professor of roentgen therapy, 
University of Michigan. 

Dr. S. FOSTER MOorE, JR., San Antonio, gynecologist, Nix Hos- 
pital. 

Texas physicians also will participate as speakers and in 
‘ase presentations and round-table discussions. A motion pic- 
ture, “Detection of Breast Tumors,” produced by the Amer- 
can Cancer Society will be shown. 

Further information may be obtained from Dr. Frank M. 
Townsend, assistant director, Post Graduate Division, Univer- 
sity of Texas Medical Branch, Galveston. 


CANCER COORDINATING COUNCIL MEETS 


The Texas Cancer Coordinating Council, meeting Sep- 
tember 27 in Houston, began its activities for the fall and 
1eld an election of officers. Dr. G. V. Brindley, Temple, was 
named to replace the late Dr. E. W. Bertner, Houston, as a 
representative from the American Cancer Society, Texas 
Division, and later he was unanimously elected chairman of 
the Council to succeed Dr. Bertner. Dr. R. Lee Clark, Hous- 
con, representing the M. D. Anderson Hospital for Cancer 
Research, was elected to the new post of vice-chairman, and 
Dr. William S. Brumage, Austin, representing the State 
Health Department, was reelected secretary. 
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The Council, which was organized in 1947 to coordinate 
activities in the cancer field which are being carried on by 
various medical and health groups in the state, attracted to 
the Houston meeting in addition to those named as officers 
the following: Drs. Porter Brown, Fort Worth, and Charles 
Phillips, Temple, State Medical Association; Mr. J. Louis 
Neff, Houston, American Cancer Society; and Dr. William 
O. Russell, Houston, M. D. Anderson Hospital. Miss Eleanor 
Macdonald of the M. D. Anderson Hospital staff and statis- 
tical adviser to the Council was also present. 

A motion picture film on self examination for breast can- 
cer, developed by the National Cancer Institute and the 
American Cancer Society, was approved by the Council for 
showing to audiences of lay women provided that the county 
medical society where the film is to be shown approves. It 
was pointed out that the film preferably should be shown 
only with a physician or a nurse present. The film may be 
obtained from the Library of the State Medical Association, 
the State Health Department, or the American Cancer Society, 
Texas Division. 

Dr. Clark reported that the next issue of the Cancer Bul- 
letin, a bimonthly publication sponsored by the Council, 
will include extensive coverage of the International Cancer 
Congress held in Paris in July. That issue of the Bulletin 
will be sent to delegates from fifty-six nations who were 
present at the Congress as well as to the regular mailing 


list of physicians in about thirty-five states of the United 
States. 


WORLD MEDICAL ASSOCIATION CONVENES 


The fourth general assembly of the World Medical Asso- 
ciation, the first to be held in the Western Hemisphere, is 
being held in New York, October 16-20. Representatives 
from thirty-nine countries were expected to be present to 
discuss such topics as standards of medical care, medical 
education, standard nomenclature, and an international phar- 
macopeia and to participate in a scientific program at which 
Dr. Alfred Blalock, Baltimore, were to discuss cardiac sur- 
gery; Dr. Louis K. Diamond, Boston, therapeutic uses of 
blood and blood derivatives; Dr. Hans Selye, Montreal, 
stress and adaptation syndrome; and Dr. Alfred F. R. An- 
dresen, Brooklyn, gastroenterology. 

A conference of medical editors from throughout the 
world; a tour of hospitals, medical schools, and West Point; 
a dinner with the American Medical Association as host; and 
other entertainment completed the program. 

Dr. Elmer L. Henderson, Louisville, Ky., president of the 
American Medical Association, will serve also as president 
of the World Medical Association during the coming year. 
Dr. Louis H. Bauer, chairman of the Board of Trustees of the 
A.M.A., is secretary general of the organization. Inquiries 
about joining this worldwide association of physicians may 
be addressed to Dr. Bauer, 2 East 103rd Street, New York 29. 


ACADEMY OF GENERAL PRACTICE MEETS 


Approximately three hundred physicians were present for 
the one-day scientific program of the Texas Academy of 
General Practice held September 25 in Fort Worth. In addi- 
tion to a program by Drs. Oscar W. Bethea, New Orleans; 
Philip Thorek, Chicago; Franklin D. Murphy, Kansas City; 
and Carl A. Moyer, Dallas, the day’s activities included a 
dinner meeting at which Dr. R. B. Robins, Camden, Ark., 
was master of ceremonies and wives of physicians were guests. 

Dr. Andrew S. Tomb, Victoria, took office as president, 
and the following were named to serve with him: Drs. Van 
D. Goodall, Clifton, president-elect: J. D. Murphy, Fort 
Worth, vice-president; B. H. Bayer, Houston, secretary-treas- 
urer; and William Ghormley, Corpus Christi; Chester U. 
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Callan, Rotan; Allen T. Stewart, Lubbock; and Bonham 
Jones, San Angelo, directors. Drs. Goodall and J. M. Travis, 
Jacksonville, are holdover directors. 


The next meeting of the group will be held in Houston 
in September, 1951. 


OKLAHOMA CITY CLINICAL CONFERENCE 


The twentieth annual fall clinical conference of the Okla- 
homa City Clinical Society will be held in Oklahoma City 
from October 30 to November 2. A series of clinics and lec- 
tures will cover the most important fields of medicine, sur- 
gery, and the specialties. 


The seventeen guest speakers will include the following: 


WILLIAM A. ALBRECHT, Ph. D., chairman of the Department of 
Soils, University of Missouri, Columbia. 

Dr. Louts H. CLERF, professor of bronchoesophagology and laryn- 
gology, Jefferson Medical College, Philadelphia. 

Dr. CLAUDE F. DIXON, professor of surgery, University of Minne- 
sota Postgraduate School, The Mayo Foundation, Rochester, Minn. 

Dr. NICHOLSON J. EASTMAN, professor of obstetrics, Johns Hop- 
kins University School of Medicine, Baltimore. 

Dr. JOHN B. GROW, assistant professor of surgery, University of 
Colorado School of Medicine, Denver. 


Dr. E. C. HAMBLEN, professor of endocrinology, Duke University 
School of Medicine, Durham, N. C. 


Dr. HENRY N. HARKINS, professor of surgery, University of 
Washington School of Medicine, Seattle. 

Dr. EDWARD H. HASHINGER, clinical professor of medicine and 
head of the Department of Postgraduate Medical Education, University 
of Kansas School of Medicine, Kansas City, Kan. 


Dr. ELMER HEss, chief of the Urological Clinic, St. Vincent's 
Hospital, Erie, Pa. 


Dr. RULON W. RAWSON, director of the Sloan Kettering Institute, 
Memorial Hospital, New York. 


Dr. RALPH A. REIS, professor of obstetrics and gynecology, North- 
western University School of Medicine, Chicago. 


Dr. ERNEST SACHS, research associate professor in neurophysiology, 
Yale Medical School, New Haven, Conn. 


Dr. RICHARD G. SCOBEE, assistant professor of ophthalmology, 
Washington University School of Medicine, St. Louis. 

Dr. PAUL C. WILLIAMS, associate professor of orthopedic surgery, 
Southwestern Medical School of the University of Texas, Dallas. 

Dr. JAMES L. WILSON, professor of pediatrics, University of Mich- 
igan School of Medicine, and chairman of the Department of Pediatrics 
and Communicable Diseases, University Hospital, Ann Arbor, Mich. 

Dr. CARROLL S. WRIGHT, professor of dermatology and syphilol- 
ogy, Temple University School of Medicine, Philadelphia. 

Dr. Elmer L. Henderson, J.ouisville, president of the 
American Medical Association, will also be a featured 
speaker. In addition to the postgraduate courses and general 
assemblies, there will be a clinical-pathological conference, 
round-table luncheons, dinner meetings, a smoker, and com- 
mercial exhibits. The registration fee of $15 will include 
all features of the meeting. 

Further information may be obtained from the Executive 
Secretary, 512 Medical Arts Building, Oklahoma City. 


TEXAS CITIES MAP DISASTER PLANS 


Three large Texas cities are making plans for possible 
emergencies or disasters, according to recent newspaper re- 
ports. 

The Harris County Medical Society is making a thorough 
survey of medical and hospital facilities available in Houston 
and Harris County for emergencies, reports the Houston 
Chronicle. Results of the survey probably will lead to the 
formation of medical-surgical teams in most of the county’s 
hospitals for treatment of any type of injury. The survey 
will cover the availability of hospital beds, medical and 
surgical facilities in doctors’ offices, location and size of 
medical supplies, amount of ambulance and other trans- 
portation facilities available, and the number of eating estab- 
lishments which might be pressed into service. 

In Fort Worth a board of health to safeguard public wel- 
fare “in view of the current international situation’ was 
created in July by the Commissioners Court, according to the 


Fort Worth Press. The appointment of the board was made 
upon the recommendation of Dr. Carl F. Jordan, county 
health director. Members of the board are as follows: Dr. 
Preston M. Nesbit, Arlington, chairman; County Judge Gus 
Brown, Dr. C. C. Garrett, Mrs. Reed Stewart, Dr. J. W. 
Heaton, Jr., Haltom City, secretary; James Bettes, D.D.S., 
and County Superintendent O. H. Stowe. In monthly meet- 
ings the board. will deal with meeting of abnormal condi- 
tions that might result from any form of disaster. 

Fifteen Galvestonians who are specialists in their fields 
have been selected to compose a top advisory board in a 
civilian defense program for the county, states the Galveston 
Tribune. Chosen at a meeting of city and county officials in 
early August, they will advise the defense program’s three 
coordinators, County Judge T. R. Robinson; Mayor Herbert 
Y. Cartwright, Galveston; and Mayor L. A. Robinson, Texas 
City. 

The coordinators and the board will meet to map out 
further details for their organization as soon as the fifteen 
members have accepted invitations to serve. Prospective 
board members include Dr. Roy G. Reed, La Marque, 
director of the Galveston County Health Unit; Dr. Carroll 
T. Adriance, city health officer; and Dr. Herman Weinert, 
president, Galveston County Medical Society. 


FELLOWSHIPS FOR FOREIGN STUDIES 


An allotment for foreign study in the field of health is 
being offered the United States by the World Health Or- 
ganization. Thirteen persons in the United States already have 
received the awards for 1950, and from nine to twelve fel- 
lowships will be available for 1951. Grants are for periods 
of from two to three months for observation and up to twelve 
months for study. Transportation across the ocean and in the 
country visited are provided. A stipend of from $160 to $300 
a month for those studying in one place and from $240 to 
$300 a month for those moving about also is allowed. 

Applications must be filed in triplicate before January 1, 
1951; blanks may be obtained from the Educational Pro- 
grams Branch, Division of International Health, U. S. Public 
Health Service, Washington, D. C. 


Arthritis and Rheumatism Research Fellowships 


The Arthritis and Rheumatism Foundation is offering 
fellowships for research in the basic sciences related to the 
study of arthritis. These fellowships carry a stipend of from 
$4,000 to $6,000, depending upon the needs and ability 
of the worker, and run for a period of one year. The fellow- 
ships would begin in July, 1951, although earlier appoint- 
ments would be considered by the committee. 

The Foundation wishes to back a candidate, rather than 
a project, institution, or hospital. Applications should be 
sent to the Arthritis and Rheumatism Foundation, 535 
Fifth Avenue, New York 17, by January 1, 1951. Notifica- 
tion of the fellowships granted will be made March 1, 1951. 
If any applications are received by September 15, 1950, they 
will be acted on at that time and notification made imme- 
diately. 


Courses in Diseases of Chest 


Four postgraduate courses will be sponsored by the Amer- 
ican College of Chest Physicians this fall and winter. They 
are as follows: Chicago, October 16 to 20; New York, No- 
vember 13 to 18; Nashville, Tenn., January 22 to 25; and 
San Francisco, February 13 to 17. The tuition for each course 
is $50; registration will be limited and applications will be 
accepted in the order in which they are received. Inquiries 
and applications may be addressed to Mr. Murray Kornfeld, 
Executive Secretary, American College of Chest Physicians, 
500 North Dearborn Street, Chicago 10. 


TEXAS State Journal of Medicine 


eS OO! 


a ee ee 





PACKAGE SERVICE 


The package library consists of collections of reprints and 
other periodical material on various subjects, prepared for 
lending to members of the Association. Request for packages 
should be addressed ‘“‘Library, State Medical Association of 
Texas, 700 Guadalupe Street, Austin, Texas.’’ Twenty-five 
cents in stamps should be enclosed with the request to cover 
postage and part of the expense of collecting the material. 
Packages are allowed to remain in the hands of the borrower 
for 14 days. 


ACCESSIONS 

The following additions were made to the Library during 
September: 

Reprints received, 1,162. 

Journals received, 298. 

Books received, 24. 

Proceedings of the First Clinical ACTH Conference, Mote; 
Principles of Internal Medicine, Harrison (editor in chief), 
Blakiston Company, Philadelphia and Toronto. 

Proceedings, First National Conference on Cardiovascular 
Disease, American Heart Association, International Press, 
New York. 

Research on the Measurement of Human Performance, 
Mackworth; Researches on the Radiotherapy of Oral Casem, 
Wood, His Majesty’s Stationery Office, London. 

Mycopathologica et Mycologia Applicata, Ceferi et Redaelli 
(editors), Dr. J. W. Junk, The Hague, Netherlands. 

Immortal Magyar, Semmelweis, Conqueror of Childbirth 
Fever, Slaughter; Aphorisms, Sir William Osler, Bean and 
Bean, Henry Schuman, New York. 

Clinical Use of Radioactive Isotopes, Low-Beer; Postgrad- 
uate Lectures, Orthopedic Diagnosis and Indications, Steind- 
ler; Carbon Dioxide Therapy, Neurophysiological Treatment, 
Meduna; Cytologic Diagnosis of Cancer, Farber and Others, 
lst edition; Cancer of the Colon and Rectum, Rankin and 
Graham, 2nd edition; Arteriosclerosis, Altschul; Acute Head 
Injury, Evans; On the Experimental Morphology of the 
Adrenal Cortex, Selye and Stone; Surgery of the Eye, Calla- 
han, Charles C. Thomas, Springfield, Ill. 

Eyes and Industry, Kuhn, 2nd edition, C. V. Mosby Com- 
pany, St. Louis. 

Pathologic Physiology, Mechanism of Disease, Sodeman; 
Thoracic Surgery, Sweet; Atlas of Human Anatomy, Anson; 
W. B. Saunders Company, Philadelphia. 

Language for the Preschool Deaf Child, Lassmon, Grune 
and Stratton, New York. 

The Prostate Gland, Kenyon, Random House, New York. 

Bone and Joint Radiology, Markowits, Macmillan, New 
York. 

SUMMARY OF SERVICE 


Borrowers by mail, 57. 

Packages mailed, 66. 

Items mailed, 274. 
Films loaned, 15. 


Local users, 43. 
Items consulted, 1,290. 
Items borrowed, 104. 


NEW MOTION PICTURE FILM CATALOGUES 


New catalogues listing motion pictures available on loan 
from the Film Library of the State Medical Association have 
recently been printed and are available upon request. The 
catalogues, one for professional audiences and one for lay 
audiences, list 129 professional films, 50 War Department 
films, and 53 lay films. 
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MOTION PICTURE FILM LIBRARY 


Motion picture films on medical subjects, 16 mm., both 
silent and sound, some in color, and suitable for either med- 
ical or lay audiences, are available for loan to county medical 
societies, hospital staffs, or individual physicians, on request. 
Borrowers will be required to pay only the cost of shipment 
of the films, by express, with insurance, and for any damage 
to films in the hands of che borrower. 

Request for films should be addressed to “‘Motion Picture 
Film Library, State Medical Association of Texas, 700 
Guadalupe Street, Austin, Texas."" A list of available films, 
with descriptions, wil] be furnished on request. 


The following motion picture films were loaned by the 
Film Library during September: 

A.M.A. Newsreel (American Medical Association, Depart- 
ment of Public Relations) Tom Green-Eight County Med- 
ical Society, San Angelo. 


Be Your Age (Metropolitan Life Insurance Co.)—Texas 
Graduate Nurses Association, Carthage. 

Breast Plastic: One Stage Operation for Pendulous Breasts 
(Dr. Philip Thorek)—Dr. N. L. Schiller, Austin. 

Cardio-Vascular Anomalies, Congenital, Amenable to Sur- 
gery (Mead Johnson) —Texas Graduate Nurses Association, 
Carthage. 

Cervical Smears (Dr. Karl J. Karnaky)—Hill County 
Medical Society, Hillsboro. 

Chest Diseases, Surgery in (British Information Services ) 
—Brackenridge School of Nursing, Austin. 

Coming Home (Texas Tuberculosis Association )—Abi- 
lene-Taylor County Health Unit, Abilene. 

Hepatitis, Observation on (Mead Johnson) —Hill County 
Medical Society, Hillsboro. 

Injuries, Athletic, Care and Prevention (Becton Dickinson 
& Co.)—Dr. C. E. Ginther, Bishop. 

Lesions of Vulva, Vagina, and Cervix (Dr. Karl J. Kar- 
naky )—Mercy Hospital Training Program, Toledo, Ohio, 
and Dr. C. E. Ginther, Bishop. 

Management of the Failing Heart (Varick Pharmacal Com- 
pany )—Dr. C. G. Goddard, Bastrop, and Dr. N. L. Schiller, 
Austin. 

Modest Miracle (Standard Brands) —Biology Department, 
Austin High School, Austin. 

Roentgen Pelvimetry (Mead Johnson )—Hotel Dieu Staff 
Meeting, Beaumont. 

Splenic Flexure Carcinoma with Solitary Liver Metastasis 
(Dr. Philip Thorek)—Dr. N. L. Schiller, Austin. 

When Bobby Goes to School (Mead Johnson )—St. Mary's 
School Mothers’ Club, Temple, and Rotary Club, Shiner. 


BOOK NOTICES 


*Urological Surgery 


Austin Ingram Dodson, M. D., F.A.C.S., Richmond, 

Va. Second edition. Cloth, 855 pages. $13.50. St. 
Louis, C. V. Mosby Company, 1950. 

The second edition of this valuable work follows in gen- 

eral the pattern of the first (1944) edition, which found 

a wide and ready acceptance by urologists as a standard 


treatise on the surgical therapy of disorders of the genito- 
urinary tract. 


The book begins with a well illustrated chapter of the 
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anatomy of the urogenital tract. About fifty pages are 
then devoted to diagnosis and urography. The pyelographic 
reproductions are good as to technical quality and as to 
the assortment of pathologic conditions presented. Chapters 
follow on preoperative and postoperative care, acid-base 
balance, fluid administration, blood transfusion, and treat- 
ment of shock. Anesthesia in urologic surgery is well pre- 
sented. 

Various authors have collaborated with Dodson, and the 
name of each author is given with the chapter for which 
he is responsible. A brief chapter on “Radiation Therapy 
of the Genito-Urinary Tract” by two collaborators is notable 
chiefly for its vagueness and absence of expression of per- 
sonal opinion. Its omission would not weaken the book. 

The surgical anatomy of the kidney is amply described 
and illustrated. The standard kidney incisions are well il- 
lustrated, but no mention is made of the transthoracic ap- 
proach to the kidney, which is being used increasingly in 
difficult cases. 

A chapter is devoted to nephrectomy with its various 
modifications, such as subcapsular nephrectomy, nephroure- 
terectomy, transperitoneal nephrectomy, and accidents. Op- 
erations upon the adrenal gland are illustrated. 

A number of chapters are devoted to the various dis- 
orders of the genitourinary tract, such as congenital anoma- 
lies of the kidney, renal infections, tuberculosis, kidney 
injuries, nephroptosis, hydronephrosis, cysts, renal calculi, 
and tumors. The essentials of diagnosis and the operative 
treatment for various conditions are given, with an abun- 
dance of clear illustrations. 

Surgical approach to the ureters and the operations 
adapted to diseases of the ureter are treated adequately. The 
suprapubic, midline, extraperitoneal approach to the ureter 
is not mentioned or described, although from the viewpoint 
of many, it is the approach of choice for the lower one- 
third of the ureter. Dodson prefers the Gibson incision. 

The only illustrations of the procedure of ureterosig- 
moidostomy are those of the Coffey No. 2 method of 
ureteral transplantation, which, as the collaborator, McIver, 
states, has been discarded by most surgeons for the Coffey 
No. 1 technique. It is regretted that Mclver’s own tech- 
nique is not illustrated in detail, as his wide experience is 
generally recognized. Furthermore, the more recent mucosa- 
to-mucosa technique of Nesbit and of Cordonnier should 
at least be mentioned and preferably illustrated. 

Surgical approach to the bladder and diseases of the 
bladder, including fistulas, are well described. 

Surgery of the prostate, including early carcinoma, is 
well described and well illustrated. A chapter on endocrin- 
ology and endocrine therapy of the prostate is of interest. 

The bibliography is not too cumbersome, and contains 
references to recent articles although it seems to the re- 
viewer that some of the older references could well be 
omitted or supplanted. No one interested in urology will 
make a mistake by adding this book to his library. 


2A Manual of Cardiology 


Thomas J. Dry, M. A., M. B., Ch. B., M. S. in Medi- 
cine, Associate Professor of Medicine, University of 
Minnesota (May Foundation); Consultant in Section 
on Cardiology, Mayo Clinic. Second edition. Cloth, 
355 pages. $5. Philadelphia and London, W. B. 
Saunders Company, 1950. 

This is a concise manual of cardiology. In reviewing this 
book I was amazed at the amount of material which had 
been condensed into this small volume. Jt is my opinion, 
however, that the field of cardiology is becoming so large 
that a manual covering more than one portion of the field 





2George Clark, Jr., M. D., Austin. 









is no longer of any benefit. The condensation precludes 

fundamentals necessary for the understanding of the subjec« 

and thus contributes to the confusion of the reader who is 

only casually interested in cardiology. 

®*Coagulation, Thrombos:s, and Dicumarol 
Shepard Shapiro, M. D., Assistant Professor of Clin- 
ical Medicine, New York University College of Medi- 
cine; Visiting Physician, Third (New York Univer- 
sity) Medical Division, Goldwater Memorial Hospital; 
Associate Physician, Lincoln Hospital; and Murray 
Weiner, B. S., M. S., M. D., Fellow in Medicine, Neu 
York University College of Medicine; Research As- 
sistant, Third (New York University) Medical Divi- 
sion, Goldwater Memorial Hospital. Cloth, 131 pages. 
$5.50. New York, Brooklyn Medical Press, 1949. 

This is a short but comprehensive book on blood coagula- 
tion, thrombosis, and Dicumarol. A good discussion is given 
of the nature and function of the clotting process followed 
by a consideration of intravascular thrombosis. The therapy 
of thrombotic disease is well covered. Dicumarol is thor- 
oughly discussed from the standpoints of the history of its 
development, chemistry, clinical effects, and mode of clin- 
ical application. 

The authors prefer to use Dicumarol in large intermittent 
doses rather than by the daily maintenance dose method. A 
procedure is given for the determination of Dicumarol con- 
centration in the blood, and its possible clinical applications 
are discussed. An appendix covers the quantitative clinical 
laboratory tests related to thrombosis and hemorrhage. A 
good bibliography and index are included. 

This book will be valuable to both clinicians and labora- 
tory workers. 


“A Century of Medicine in Jacksonville and Duval County 


Webster Merritt. Cloth, 201 pages. $3.50. Gaines- 
ville, University of Florida Press, 1949. 


Dr. Merritt's book is a good exemplification of the 
emphasis which Dr. Charles Singer, the eminent English 
medical historian, feels should be placed on local medical 
history. While the title is something of a misnomer in that 
the story is brought down only to the end of the last cen- 
tury, and while much valuable data were lost by fire, Dr. 
Merritt has succeeded in presenting a book which is a 
worthy addition to the growing accumulation of local 
American medical history. If the story seems at times to 
lack sequence and consecution, it can easily be attributed 
to those records lost to ruthless flames. If there is a palpable 
weakness in the book, it is found in the dearth of material 
on the Jacksonville area before the Americans came. Re- 
calling how careful the early Spaniards were with their 
letters and documents, one would think that the Spanish 
records in Florida would be comparable to those in Cali- 
fornia and Texas. 

The course of events depicted in this book has been 
duplicated on countless occasions as the United States ad- 
vanced to the South and to the West: meager beginnings 
on the frontier, the coming of a few sturdy medical pio- 
neers, wrestling with epidemic diseases (notably yellow 
fever and smallpox), duplicity and ineptness of politicians, 
lack of cooperation of the local press for fear of unfavorable 
publicity, and finally a semblance of order with the coming 
of medical societies, hospitals, boards of health, better doc- 
tors, and enlightened public opinion. 

This book contains many short biographies of early 
physicians which give solid substance to the story. It is 
interesting to note that the major portion of these Florida 
doctors came from the University of Maryland and the 





3W. N. Powell, M. D., Temple. 
4Pat Ireland Nixon, M. D., San Antonio. 
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University of Pennsylvania, whereas Transylvania University 
furnished a good part of Texas doctors of the same period. 
There is a thread of local history throughout the book 
which complements the narration of names, facts, and fig- 
ures and adds to its interest and readability. 

With this story as a beginning and as a background, Dr. 
Merritt could well enlarge his field and hope to do for 
Florida what Blanton has done for Virginia, Harris for 
California, and Larsell for Oregon. 

The thriving University of Florida Press has done a fine 
job: the format is excellent, the book work is attractive, 
the illustrations are clear and numerous. 


“Psychiatric Sections in General Hospitals 
Paul Haun, M. D., Med. Sc. D., Assistant Professor of 
Psychiatry, Georgetown University Medical School, 
Washington, D. C. First edition. Cloth, 80 pages. $4. 
Garden City, N. Y., Country Life Press, 1950. 

This attractively bound and presented little book, an archi- 
tectural record book on psychiatric sections in general hos- 
pitals, should be required reading for hospital planning 
boards and hospital architects. The author, who is assistant 
professor of psychiatry at Georgetown University Medical 
School, and his architectural and engineering consultants, 
seem to have overlooked no important aspect in the planning 
of psychiatric facilities in general hospitals. They concisely 
present an itemized analysis of facilities needed, discuss size 
and cost estimating, and offer eight floor plans for hospitals 
of various sizes with a detailed analysis of the desirable and 
undesirable features of each. 

An introduction by Karl Menninger emphasizes the need 
for psychiatric sections in institutions which purport to be 
general hospitals and points out that “the conditions for 
which a hospital is needed in any community embrace prob- 
lems of exhaustion, frustration, despair, confusion, and de- 
struction, as well as problems of infection, neoplasm, and 


fracture.” The pertinent suggestion is also made that perhaps 
one reason why so many general hospitals object to the ad- 
mission of psychiatric cases is that they are poorly planned 
and equipped to care for such cases. 

This book is recommended to all interested in the hospital 
care of psychiatric patients. 


°Cerebral Circulation in Health and Disease 
Carl F. Schmidt, M. D., First edition. Cloth, 78 pages. 
$2. Springfield, Ill., Charles C. Thomas, 1950. 

“Cerebral Circulation in Health and Disease” is a brief 
monograph in the increasingly popular and valuable Amer- 
ican Lecture Series. The author has engaged in research in 
this sphere of activity for more than twenty years. His long 
familiarity with the field is reflected in the concise, yet 
charitable presentation of the conflicting observations and 
opinions in this highly interesting, but unsettled, field. 

The anatomic essentials necessary to proper understanding 
in the first chapter are followed by a stepwise review of the 
physiologic principles which have been demonstrated in 
laboratory animals. The author repeatedly emphasizes the 
danger of accepting these principles as factual in human 
cerebral physiology, rather than using them as tools in the 
further study of the circulation in man. 

The final and most stimulating section is devoted to 
cerebral circulation in man. Various methods of study are 
critically reviewed. The slowly accumulating facts are pre- 
sented but more assumptions are proved to be without 
foundation; for example, aminophylline is shown to de- 
crease cerebral blood flow and oxygen consumption but also 
to increase vascular resistance in hypertensive patients. 

The physician will not extract much of practical value in 

5Morris S. Wheeler, M. D., Austin. 
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the treatment of patients from this monograph, for unfor- 
tunately most of the material presented is in the investigative 
stage. However, he may well be stimulated and guided along 
lines of clearer clinical thinking. 


*Pollen-Slide Studies 


Grafton Tyler Brown, M. D., F.A.C.P., Instructor in 
Clinical Medicine, Georgetown University School of 
Medicine; Consultant on Allergy, United States Public 
Health Service; Head, Division on Allergy, Doctors 
Hospital, Washington, D. C. Cloth, 122 pages. $6. 
Springfield, Ill., Charles C. Thomas, 1949. 

The book consists chiefly of detailed studies of the identifi- 
cation characteristics of twenty-eight pollen grains and five 
fungus spores. 

Dr. Brown begins with a clear, illustrated description of 
pollen collection. Next, he gives a twenty page table of 
pollen counts in Washington during the 1938 and 1941 
pollen seasons using daily readings. It is fascinating to note 
the “march of the pollens” across the tables as the seasons 
progressed—beginning with the tree pollens and ending with 
the weeds. Proof of pollen birth, ascendancy, decline, and 
final disappearance from the drama of diseases are also 
given. It is interesting to think how many sneezing victims 
these figures affect! 

In a short chapter on weather and pollination are dis- 
cussed the effects of rain, temperature, sunshine, humidity, 
wind, and frost on the allergenic offenders. Then follows an 
excellent glossary of the individual grains and spores. Each 
is well delineated by diagram to show particular points of 
identification by enlarged sketches as seen under oil im- 
mersion, and by microphotograph. 

Dr. Brown points out that after making observations to 
ascertain the varieties of anemophilous plants present, their 
abundance, and pollinating periods, the reader should be 
able to identify the allergenic bodies from his own slides. 

The book is clearly written and easily read. It can be used 
as a reference manual at the microscope. A short concise 
work is always much harder to write than a more wordy 
one; Dr. Brown has achieved his goal! 


“Plastic and Reconstructive Surgery 


Ferris Smith, M. D., F.A.C.S., Consultant in Plastic 
Surgery, Blodgett Memorial Hospital, Grand Rapids, 
Mich. Cloth, 895 pages. $15. Philadelphia, W. B. 
Saunders Company, 1950. 

“Plastic and Reconstructive Surgery” is a manual which 
was written to emphasize the teachings and trend of plastic 
surgery since World War I. It is not for the beginner or 
occasional plastic surgeon but for the surgeon who limits his 
practice to plastic surgery and who desires a detailed treatise 
on the newer methods of reconstructive surgery. The time- 
tested techniques are discussed as to their acceptability and 
supplementation by newer and better procedures. 

The book is divided into the following sections: “General 
Considerations of Reconstructive Surgery,” “Clefts and Frac- 
tures of the Face,” “General Surgical Procedures and Treat- 
ment,” “Operative Procedure and Treatment,” “Defects of 
Scalp and Cranium,” “Meloplasty,’ “Blepharoplasty of the 
Orbit,” “Otoplasty,” “Rhinoplasty,” “Cheiloplasty,” “Cervico- 
plasty,” “Facial Bones: Functional and Cosmetic Disability,” 
“The Trunk,” “Extremities,” and the bibliography. 

Each condition is discussed generally, then specific cases 
and illustrations of the technique used and results obtained 
are considered. There are numerous illustrations, both photo- 
graphs and diagrams. This book is interesting and enjoyable 
reading for anyone who is interested in plastic and recon- 
structive surgery; however, its usefulness is limited primarily 
to the expert. 


tDavid R. Womack, M. D., Austin. 
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*Yearbook of Physical Medicine and Rehabilitation, 1950 
Frank H. Krusen, M. D., Professor of Physical Medi- 
cine, Mayo Foundation; Head of the Section on Phys- 
ical Medicine, Mayo Clinic; and others. Cloth, 456 
pages. $5. Chicago, The Year Book Publishers, Inc., 
1950. 

For the first time the fields of physical medicine and re- 
habilitation are combined in one book. Also, Dr. Richard 
Kovacs, who has been editor for the past ten years, is replaced 
by Dr. Frank Krusen for the section on physical medicine. 
A comprehensive review of the literature in these fields is 
given, along with many excellent articles on occupational 
therapy. 

An interesting and helpful section includes articles on new 
devices used in physical medicine. Another interesting sec- 
tion is that of ultrasonics in medicine, showing that the 
greatest amount of work done on this subject has been on 
the European continent. As yet little is known about medical 
ultrasonics among American physicians. 

The section on occupational therapy shows how inter- 
related are fields of occupational therapy and physical medi- 
cine with psychiatry. In the section on rehabilitation, prob- 
lems in the care of patients with paraplegia, cerebral palsy, 
amputation, tuberculosis, and speech defects have been cov- 
ered by several representative articles. 

This yearbook is of inestimable value to the general prac- 
titioner, as well as all specialists, in pointing out the grow- 
ing importance of physical medicine and rehabilitation to all 
branches of medicine. 


®°Neil D. Buie, Jr., M. D., Marlin. 


AMERICAN MEDICAL ASSOCIATION 


CLINICAL SESSION SCHEDULED 


The fourth clinical session of the American Medical Asso- 
ciation, planned especially for the benefit of general practi- 
tioners, will be held December 5-8 in Cleveland, Ohio. 
Scientific sessions and the scientific and technical exhibits 
will be presented in the Municipal Auditorium, and meetings 
of the House of Delegates, which will be open to members 
of the Association whether or not they are serving as dele- 
gates, will be held in the Statler Hotel. 

Each clinical session will be limited to an attendance of 
100 physicians so that all may enter the discussion. Prac- 
tical demonstrations as well as lectures will be given in the 
various fields of medical practice. A color television display 
beamed from Western Reserve School of Medicine under the 
sponsorship of Smith, Kline and French Laboratories, Phila- 
delphia, will be shown at the auditorium. 

Physicians planning to attend the A.M.A. session are 
encouraged by the Association’s officials to register in ad- 
vance by sending their name, address, and notice of member- 


ship in a state medical association, together with the names 
of others who will accompany them, to the A.M.A. office, 
535 North Dearborn Street, Chicago 10. Hotel reservations 
should be made through Dr. I. M. Hinnant, chairman of the 
A.M.A. Housing Committee, 511 Terminal Tower, Cleve- 
land 13. 






1949 Year Book of Neurology, Psychiatry and Neurosurgery 


Roland P. Mackey, M. D. (Neurology); Nolan D. C. 
Lewis, M. D. (Psychiatry); and Percival Bailey, M. D. 
(Neurosurgery), editors. Cloth, 668 pages. $5. Chi- 
cago, Yearbook Publishers, 1950. 


The 1949 edition of the year book is again composed of 
separate sections dealing with neurology, psychiatry, and 
neurosurgery. A new editor, Dr. Roland P. Mackey, edits 
the section on neurology while Dr. Nolan D. C. Lewis and 
Dr. Percival Bailey respectively again edit the sections on 
psychiatry and neurosurgery. Even though the book is 
divided into three distinctive specialties, the general theme 
is well coordinated around research and clinical discoveries 
in physiology and pharmacology. Such an approach is not 
unusual in neurology and neurosurgery, but even the section 
on psychiatry stresses the organic aspects of emotional and 
mental illnesses and the relationships of psychiatric disturb- 
ances to organic functions of the body. In this respect the 
editors indicate the current trend toward a closer coordina- 
tion of neurology, psychiatry, and neurosurgery along 
physiologic lines. 


As in previous years, the year book is composed of well 
summarized and representative topics designed to give the 
reader in an interesting and readable manner a rapid review 
of newer discoveries in each field. Specific research and 
clinical data are omitted for brevity, but references to orig- 
inal scientific articles are included in order that the reader 
may pursue the subject further if he desires. 






Bruce H. Beard, M. D., Fort Worth. 


STATE MEDICAL ASSOCIATION 


PROCEDURE FOR PAYING DUES 


The procedure recommended for paying dues for 1951 for 
membership in the State Medical Association of Texas and 
the American Medical Association is as follows: 

1. The county medical society secretary should bill éach 
member for his county, state, and national dues at the same 
time. 

2. As soon as a reasonable number of payments are in, the 
secretary should forward to the Executive Secretary of the 
State Medical Association, 700 Guadalupe Street, Austin, a 
check to cover state and national dues for the members who 
have paid, indicating the full name of each physician con- 
cerned and the type of dues which are included for him. The 
check should be made payable to the State Medical Associa- 
tion. As additional payments are made, the secretary should 
forward the state and national dues to the State Secretary. 

3. The following schedule of dues should be collected: 

For membership in the State Medical Association: regular, 
$35; honorary, $4; intern or resident, $4; military, $1; emeri- 
tus, no dues. Regular members include all members who do not 
fit in other categories. Career medical officers in government 
service and physician teachers in medical schools are eligible 
for regular membership. Honorary members are those who 
have been nominated by their county society, approved by the 
Board of Councilors, and elected by the House of Delegates 
of the State Medical Association and whose membership has 
been kept in good standing since such election; if a member 
is to be recommended for election to honorary membership 
at the next annual session, regular dues should be paid at 
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this time to keep membership in force and a refund of $31 
will be made upon action by the House of Delegates electing 
him to honorary status. Intern or resident members are phys- 
icians pursuing a regular internship or residency in a hospital 
as part of their medical education and elected by the county 
society to such membership. Military members are physicians 
who have been called for temporary duty by the federal gov- 
ernment and are members of any one of its several branches 
of military service and who have been elected to military 
membership by the county society. Emeritus members are dis- 
tinguished physicians who have been elected to such status 
by the House of Delegates of the State Medical Association 
upon recommendation of the Board of Councilors. 

For membership in the American Medical Association: 
$25. All active members of county and state medical organi- 
zations are expected to pay full A.M.A. dues to retain their 
membership in the American Medical Association. The only 
exceptions are interns and residents, retired doctors who do 
not practice, and those who are in straitened circumstances 
and could be so certified by the secretaries of their county 
societies. Recently the Board of Trustees of the A.M.A. 
agreed to remit dues of members going into military service. 
The dues will be paid up to the nearest half year in which 
they enter service. For instance, if a member enters the service 
in May, he will pay only one-half the year’s dues; if he 
enters the service after July 1, he will pay the full year’s 
dues but his dues the succeeding year will be remitted. Al- 
though these non-dues-paying members will be carried as 
members of the A.M.A. whose dues have been remitted, the 
apportionment of delegates will be made only on the number 
of dues-paying members of the A.M.A. in the various con- 
stituent associations. 

(American Medical Association dues for 1951 will include 
subscription to The Journal of the A.M.A. Fellowship in the 
scientific assembly will be $5 annually, and fellows will have 
the privilege of receiving one of the specialty publications 
instead of The Journal if they prefer.) 

Membership in the American Medical Association is not 
prerequisite to membership in the State Medical Association 
of Texas nor to membership in certain of the county medical 
societies. However, the House of Delegates of the State Med- 
ical Association has recommended that each component 
county society require its members to belong to the A.M.A. 
(as well as to the State Association); the county society has 
final jurisdiction on this point. 

4. Dues for 1951 membership in the State and American 
Medical Associations become due January 1, but payments are 
acceptable now and should be completed as promptly as 
possible. 


RULES GOVERNING HONORARY MEMBERSHIP 


The following rules apply to honorary membership in the 
State Medical Association of Texas: 

1. Physicians ‘of honorable standing who have contributed 
notably to the advance of ethical medicine, or who may have, 
because of age or other laudable reasons, reached a point of 
comparative inactivity in the practice of medicine, or entirely 
retired therefrom, or who have been members of organized 
medicine for a period of fifty years or longer” may be elected 
to honorary membership. 

2. Nominations for honorary membership are made by 
the county medical society. Names of nominees, together 
with information as to age, membership in medical organiza- 
tions, and so forth, should be forwarded promptly to the 
district councilor with a copy to the State Executive Secretary. 

3. Such nominations are made available to the Board of 
Councilors by individual councilors or the State Secretary, 
and the Board of Councilors recommends action which should 


be taken. 
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4. The report of the Board of Councilors is voted upon 
by the House of Delegates of the State Medical Association, 
and only physicians who have been elected to honorary 
membership by the House of Delegates may be considered as 
honorary members. 

5. Dues of $4 for each honorary member must be paid 
annually. If dues are allowed to lapse, reelection by the 
House of Delegates upon nomination of the county society 
and recommendation of the Board of Councilors is necessary 
for reinstatement. 

6. Until honorary membership has been approved by the 
House of Delegates, nominees for that position are not 
eligible for membership in the State Medical Association 
except upon payment of dues commensurate with their exist- 
ing membership status. Current dues which have been paid 
in excess of those necessary for honorary membership are 
refunded to the county medical society upon election by the 


House of Delegates of the dues-paying member to honorary 
membership. 


Committees to Advise on National Health Resources 


The Health Resources Advisory Committee of the Na- 
tional Security Resources Board will act in an advisory 
capacity in the administration of the amendment to the 
Selective Service Act calling for the draft of medical per- 
sonnel, according to an announcement of the American 
Medical Association. 

Presidents of state medical associations have been directed 
to appoint state committees to work with the National Ad- 
visory Committee in coordinating the work throughout the 
country. Dr. William M. Gambrell, Austin, President of the 
State Medical Association of Texas, has appointed the follow- 
ing to this committee: Dr. R. A. Trumbull, Dallas, chair- 
man; Dr. Hamilton Ford, Galveston; and Dr. J. L. Cochran, 
San Antonio. 

A subcommittee of the Texas Council on National Emer- 
gency Medical Service concerned with civilian defense has 
also been appointed. This committee consists of Dr. Ozro 
Woods, Dallas, chairman; and Drs. Hamilton Ford, Gal- 
veston, L. C. Powell, Beaumont; W. H. Hamrick, Houston; 
and J. L. Cochran, San Antonio. 

Appointment of the national and state committees follows 
the establishment of a Health Resources Office on the top 
level of the National Security Resources Board to succeed 
the. Health Resources Division of the Civil Defense Office 
of the board, announcement of which has been received from 
the National Security Resources Board. 

Headed by Dr. Norvin C. Kiefer, director of the old 
health division of the board, the new office is charged with 
the task of planning for the use of the nation’s health re- 
sources in wartime. The office will also act in an advisory 
capacity to the Civil Defense Office on health means to 
counteract possible attacks by special weapons. The Civil 
Defense Office will remain responsible for all planning for 
defense against atomic, biologic, and chemical warfare. 

The steps being taken by the National Security Resources 
Board in an effort to allocate medical personnel to provide 
essential care in both military and civilian areas are exten- 
sions on a higher level of the efforts which already have 
been started locally and statewide to avoid disruption of 
needed medical service. Members of the State Medical Asso- 
ciation for several months have been cooperating as civilians 
in the examination of Army inductees pending the establish- 
ment of an overall plan for the conservation of medical man- 
power, and thus have prevented or postponed the calling into 
full-time military service of many physicians who are needed 
in civilian practice. The establishment of procurement and 
assignment committees in county medical societies and on 
the state level is another facet of the same problem. 











COUNTY SOCIETIES 


Ector-Midland-Martin-Howard-Andrews-Glasscock Counties 
Society 
August 16, 1950 
Big Spring physiciaris were hosts for the meeting of Ector- 
Midland-Martin-Howard-Andrews-Glasscock Counties Med- 
ical Society in Big Spring on August 16. About forty phys- 


icians and their wives attended. The society and auxiliary 
held separate meetings later. 


El Paso County Society 
Some Problems in Psychosomatic Medicine—Perry C. Talkington, 

Dallas. 

The annual dinner and professional meeting given by the 
commanding officer of the William Beaumont General Hos- 
pital and his staff for El Paso County Medical Society was 
held recently at the hospital, El Paso, with an attendance of 
120. 

Col. Clifford A. Best, chief of the professional services at 
the hospital, introduced Dr. Talkington, who in his speech 
emphasized the necessity for the physician to consider both 
emotional and physical aspects of the patient’s condition. He 
pointed out that while emotional factors are not considered 
to produce organic disease, they frequently precipitate an 
acute condition. 

Gonzales County Society 
September 15, 1950 
(Reported by James C. Price, Secretary) 


Rheumatoid Arthritis Treated with Cortisone: Case Report—Walter A. 
Sievers, Gonzales. 


Case Report of Difficult Problem in Diabetic Field—David M. Shelby, 
Gonzales. 
Members of Gonzales County Medical Society held a 
dinner meeting September 15 in Gonzales. The above scien- 
tific program was given. 


Jefferson County Society 
July 10, 1950 

“A called meeting of Jefferson County Medical Society was 
held July 10 in Beaumont. Clifford E. Painton, Port Arthur, 
was appointed to fill the vacancy on the hospital committee 
created by the resignation of S. T. Wier, Beaumont. 

B. F. Pace, Beaumont, chairman of the procurement and 
assignment committee, announced that in cooperation with 
the statewide program to procure medical officers for the 
military services the committee soon would have in the mail 
questionnaires for each member of the society to fill out and 
file. 

August 15, 1950 


Procurement of physicians and dentists for the armed 
forces was discussed at a special meeting of Jefferson County 
Medical Society August 16 in Beaumont attended by more 
than 100 doctors and dentists from the county. 

Pending Congressional bills concerning the military pro- 
curement of medical personnel were read. The president, 
Thomas B. Matlock, Port Arthur, said that the county society 
has a procurement and assignment committee which is co- 
operating with state and national societies and military offi- 
cials to promote an equitable distribution of physicians for 
military and civilian personnel. 


Lamar County Society 
August 3, 1950 
(Reported by Thomas E. Hunt, Jr., Secretary) 
Surgical Management of Peptic Ulcer—Donald Lewis, Paris. 

The Lamar County Medical Society had its regular monthly 
dinner meeting August 3 in Paris with twenty-three members 
and two guests attending. Dr. Lewis presented a paper, the 
title of which is stated above. By-laws and a constitution for 






the county society blood bank were adopted. It was an- 
nounced that equipment has been purchased and that it was 
hoped the blood bank could soon be in operation. 


Lubbock-Crosby Counties Society 
September 5, 1950 
(Reported by Frank W. Hudgins, Secretary) 
Basic Immunology and Clinical Aspects of Allergy (motion picture). 


Approximately thirty members of Lubbock-Crosby Coun- 
ties Medical Society met in regular session September 5 in 


- Lubbock, with the president, Roy G. Loveless, presiding. A 


motion picture, the title of which is given above, was shown. 

Unanimously accepted to membership were the following: 
Arthur Lee Daniel, Forrest Freeman, and Benjamin Reid 
Clanton. Clyde F. Elkins, Jr., outlined the preparations which 
have been made for the Third District Medical Society meet- 
ing to be held in Lubbock, October 3-4, and Allen T. 
Stewart announced that William M. Gambrell, Austin, 
President of the State Medical Association, will speak at the 
banquet. 


Pecos-Jeff Davis-Presidio-Brewster Counties Society 


September 5, 1950 
(Reported by W. E. Lockhart, Secretary) 
Hematuria—Wickliffe Curtis, El Paso. 


The Pecos-Jeff Davis-Presidio-Brewster Counties Medical 
Society met September 5 in Alpine with eight members and 
three guests present. 

The motion was made by L. W. Dumas, Jr., Alpine, and 
seconded by D. J. Sibley, Jr., Fort Stockton, that a special 
meeting be called for September 13 in Alpine; the motion 
carried. At that meeting Dr. George Turner, El Paso, Coun- 
cilor for the First District, and society members were to 
participate in a cancer education program sponsored by the 
Study Club of Alpine. 


The scientific program outlined above was given. 


Randall-Deaf Smith-Parmer-Castro-Oldham Counties Society 
September 6, 1950 
(Reported by R. A. Neblett, Secretary) 


The regular meeting of Randall-Deaf Smith-Parmer-Cas- 
tro-Oldham Counties Medical Society was held in Hereford 
on September 6 with fourteen members attending. Roy J. 
Grubbs, Hereford, was accepted as a member by transfer 
from Reeves - Ward - Winkler - Loving- Culberson - Hudspeth 
Counties Medical Society. 

L. B. Barnett, Hereford, moved and R. R. Wills, Hereford, 
seconded that the society accept the charter recommended by 
the Councilors of the State Medical Association. The motion 
carried. 

The procurement of medical services for the armed forces 
was discussed. The following members were elected to act 
as a procurement and assignment committee: R. A. Neblett, 
R. R. Wills, and the president, R. P. Jarrett, Canyon. After 
his term of office the president will be replaced as a member 
of the committee by the incoming president. 


Tarrant County Society 
September 5, 1950 
(Reported by W. P. Higgins, Jr., Secretary) 

Recent Developments in Pediatric Dosage—Randall D. Nyman, Fort 

Worth 

The regular meeting of Tarrant County Medical Society 
was held in Fort Worth on September 5 with 111 members 
and 3 visitors present. The scientific program presented is 
outlined above. 

The following were accepted to membership on transfer: 
Clifton H. Beasley, Donald H. Brandt, William T. Myers, 
and Walter S. Parks, Jr. 


TEXAS State Journal of Medicine 









1 
d 









The president, Sim Hulsey, read an excerpt from a letter 
from the Home Service Committee of the American Red 
Cross expressing thanks to members of the society for their 
cooperation. He reported on the meeting of the Executive 
Council of the State Medical Association in Austin. He ex- 
plained that the society’s procurement and assignment com- 
mittee, through its action with the state Council on National 
Emergency Medical Service, possibly would influence to a 
large extent those who would and would not be inducted into 
the armed forces. Dr. Hulsey announced that a procurement 
and assignment committee had been selected by the board of 
directors at a meeting September 4 as follows: J. H. Steger, 
chairman; E. E. Anthony, Jr., DeWitt Claunch, William E. 
Flood, C. P. Hawkins, Louis J. Levy, Young J. Mulkey, 
Hugh Savage, and W. B. West. 

T. C. Terrell elaborated on the recent meeting in Austin 
and stated that information pertaining to military status 
gathered by the local society would be forwarded to the State 
Council on National Emergency Medical Service, from which 
the local committee would receive its instructions. He also 
stated that a state grievance committee would be formed soon. 

C. P. Hawkins moved and C. O. Terrell seconded the 
adoption of a resolution that the society urge able bodied 
members of the society who did not serve in the armed forces 
during the last war to volunteer, that the procurement and 
assignment committee interview these members personally 
to urge them to accept duty, and that copies of the resolu- 
tion be sent to each member of the society. The motion was 
unanimously adopted. 

S. W. Wilson announced that unless enough members of 
the Thirteenth District Medical Society had indicated by 
September 10 their desire to meet at Seibold’s Guest Ranch, 
Mineral Wells, on October 10 the meeting would be held at 
the Baker Hotel in that city. 


Taylor-Jones Counties Society 
July 20, 1950 

Seventy-three persons attended the picnic given by Taylor- 
Jones Counties Medical Society July 20 at the Abilene Coun- 
try Club. 

In a golf tournament preceding the picnic the following 
doctors were awarded prizes: Donald McDonald, low score 
winner; Earl Cockrell, putting contest; Preston Petty, long 
driving contest; Ben Nail, Haskell, low net; and B. H. Ailts, 
blind boggies. Dr. McDonald received a trophy. 


Tom Green-Eight County Society 
August 28, 1950 
(Reported by Perry J. C. Byars, Jr., Secretary) 

A meeting to discuss the present needs of the military for 
medical officers and the ways and means by which this need 
can be fulfilled was called for August 28 by Tom Green- 
Eight County Medical Society. Carl A. Kunath, president, 
was in charge of the meeting, which was attended by twenty- 
nine members. 

The president gave a resumé of the meeting of the Execu- 
tive Council of the State Medical Association August 23 in 
Austin, at which was stated the immediate need of the 
Fourth Army for thirty-eight medical officers and the method 
by which they will be procured from the active and inactive 
reserve corps. The legislation pending in Congress for the 
registration and drafting of physicians for duty in the military 
services was also discussed by Dr. Kunath. He reported on 
an August 25 meeting of the officers of the county society 
at which time nominations for members of a procurement 
and assignment committee were made. After two additional 
nominations from the floor and the withdrawal of one of 
the nominees, the society elected the following to the com- 
mittee by secret ballot: Harvey Williams, J. M. Rape, 
Jerome Smith, W. E. Schulkey, and W. D. Anderson. 
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M. W. Everhart moved and Roy E. Moon seconded that 
photostatic copies be made of the discharge record of each 
officer who has had duty in the military services and that 
they be submitted to the committee. The motion carried. 
Another motion, made by Clay Johnson, seconded by Henry 
N. Ricci and carried, provided that records of the committee 
be made available to county society members so that at any 
time a member might find out how he stands with reference 
to other members. 

The secretary was instructed to secure information regard- 
ing previous military duty of members of the society and of 
members who for any reason did not have military service. 
This material will be forwarded to the central office of the 
Association to be available if and when legislation requiring 
the drafting of physicians is passed. Mimeographed forms 
for this purpose were distributed to physicians at the meet- 
ing. 

September 5, 1950 
(Reported by Perry J. C. Byars, Jr., Secretary) 

Thirty-four members of Tom Green-Eight County Medical 
Society attended the regular monthly meeting September 5 
in San Angelo. 

The president, Carl Kunath, introduced Mr. R. B. Dixon, 
representative for the Credit Bureau of San Angelo, who 
discussed an advertising program against socialized medicine 
which the bureau wants to place in each doctor's office in 
the city at no expense to the doctor. The suggestion was 
accepted favorably by members who were present. 

The secretary read the names of members who have not 
paid annual American Medical Association dues. 

After considerable discussion regarding the board of cen- 
sors’ report on advertising in the classified section of the 
telephone directory, the matter was tabled by the president. 

Accepted to membership by transfer were the following: 
Cecil Rhodes Walley, Robert A. Morse, R. W. Harper, and 
Sam H. Gainer. 

Dr. Kunath geported on the present status of draft legisla- 
tion in Congress. 

Lloyd Hershberger, chairman of the cancer committee, 
stated that a meeting will be held September 28 at a place 
to be designated later to discuss the advisability of setting up 
a cancer detection clinic in San Angelo. 

A thirty minute motion picture made at the meeting of 
the American Medical Association in San Francisco was 
shown. 

Travis County Society 
July 21, 1950 

A symposium on poliomyelitis was sponsored by the polio- 
myelitis advisory committee of the Travis County Medical 
Society and the Travis County Chapter of the National 
Foundation for Infantile Paralysis in Austin on July 21. 
About forty-five persons, including thirty physicians, were 
present. 

Robert J. Neville, New York, director of the orthopedic 
services for the Foundation, spoke on the teamwork essential 
for a good poliomyelitis care program and the need for the 
complete care of the poliomyelitis patient during the acute, 
convalescent, and chronic phases of the disease. This care 
would include functional rehabilitation, reconstructive sur- 
gery, and vocational training. 

William Spencer, Houston, director of the Southwest 
Poliomyelitis Center, told reasons why the poliomyelitis pa- 
tients have difficulty in breathing and the treatment indicated 
for this difficulty. Jack Hild, Houston, discussed specific 
indications for placing a patient in a respirator and various 
types of modern equipment for artificial respiration. 

In a discussion after the three physicians had spoken, the 
need for education and recreation of the hospitalized child 
was emphasized. 











TRANSACTIONS 


STATE EXECUTIVE BOARD MEETING 
September 16, 1950 


The Executive Board of the Woman’s Auxiliary to the 
State Medical Association of Texas met in regular fall session, 
Saturday, September 16, 1950, at the Commodore Perry 
Hotel, Austin, Texas. Registration began at 9:30 a. m. and 
continued through 12:30 p. m. The Board convened at 1 
p. m. with the President, Mrs. William M. Gambrell, Austin, 
presiding. 

The invocation was given by Mrs. A. B. Pumphrey, Fort 
Worth. 

The Auxiliary Pledge was given in unison. 

Mrs. Sandi Esquivel, Austin, president of the Auxiliary to 
the Travis County Medical Society, gave a cordial welcome 
address. The response was given by Mrs. Joseph B. Foster, 
Houston, immediate past State President. 

Greetings from Past Presidents were extended by Mrs. 
George Turner, El Paso, who introduced the thirteen who 
were present. 

Mrs. O. W. Robinson, Paris, the President-Elect, brought 
an interesting “bit of San Francisco” in her report of the 
annual American Medical Association and Auxiliary conven- 
tion, the highlight being the inaugural address of the new 
A.M.A. President, Dr. Elmer L. Henderson, Louisville, Ky., 
over a nationwide radio network. In addition to various pro- 
gram suggestions, she reported that resolutions were adopted 
which pledged state auxiliaries to work for the inclusion of 
American history in school courses from the first grade 
through college, with special training in the Pledge of Al- 
legiance to the Flag, the Declaration of Independence, and 
the Constitution of the United States. 

In the address of Dr. William M. Gambrell, Austin, Presi- 
dent of the State Medical Association, he brought to the 
attention of the Board the graveness of world and national 
conditions and the serious threat to the medical profession. 
He stressed the need of a stronger organization with individ- 
ual doctors and doctors’ wives realizing the full significance 
and importance of our organizations, the State Medical Asso- 
ciation and Auxiliary. He emphasized two objectives, the 
best medical care in the world for the people of America and 
the defense of our civil liberties—individual liberties, our 
real democracy—and urged a renewed fighting interest and 
courage with special effort to increase our membership. 

Dr. George A. Schenewerk, Dallas, chairman of the Ad- 
visory Council to the Woman’s Auxiliary, gave as a defini- 
tion of public relations that which causes people to think 
favorably toward us and what we are thinking and doing. 
He stressed the importance of public relations and the potent 
force of women in every endeavor. He asked the cooperation 
of the Auxiliary in (1) the newspaper and magazine clipping 
service, (2) securing resolutions against compulsory health 
insurance (especially cooperating with the Texas Junior 
Chamber of Commerce, which is undertaking to make this 
its major project), (3) distribution of literature, (4) assist- 
ing with the Speakers’ Bureau, (5) working with the ad- 
visory councils, and (6) knowing the booklet “It’s Your 
Crusade, Too.” 

At the request of Dr. Schenewerk, Mr. W. E. Syers, Austin, 
public relations counsel of the State Medical Association, 
explained briefly the importance of the Auxiliary’s coopera- 
tion with the public relations program. He mentioned also 






the hope to have someone in the central office to work 
specifically with the Auxiliary. 

Tod Bates, Executive Secretary of the State Medical Asso- 
ciation, stressed the important part which physicians’ wives 
can play in acquainting women’s groups with two dangerous 
features of socialized medicine: (1) the inevitable destruc- 
tion of opportunity for advancement and independence of 
young people entering the healing arts professions and (2) 
the serious consequences which could result from administra- 
tion of compulsory health insurance by “neighborhood com- 
mittees,” which would have access to medical histories of all 
patients and could magnify through neighborhood gossip 
minor ailments, particularly of children, to the point of 
ostracism and persecution. 

Mr. Bates emphasized the important role of American 
women in the national economy, pointing out that women 
control an estimated 70 per cent of the nation’s private 
wealth, constitute 43 per cent of the stockholders of United 
States corporations, hold title to 40 per cent of the nation’s 
30,000,000 homes, and buy 84 per cent of all commodities. 
Furthermore, according to President Harry S. Truman, 2 per 
cent more women than men voted in the last presidential 
election. 

The United States has 140 doctors for every 100,000 
people, Mr. Bates pointed out, whereas: England has 114, 
New Zealand 103, and France 75. Life expectancy in the 
United States has increased from 49 years in 1900 to 68 
years in 1949, and infant deaths per 1,000 births have de- 
creased from 100 in 1915 to 32 in 1949. 

In the absence of Dr. J. B. Copeland, San Antonio, chair- 
man of the Council on Legislation of the State Medical Asso- 
ciation, his report on legislation, with appreciation of the 
cooperation of the Auxiliary, was read by Mrs. A. B. Pum- 
phrey, Fort Worth, Auxiliary Legislative chairman, at the 
time she gave her committee report. 

Upon motion of Mrs. Mark H. Latimer, Houston, it was 
voted to dispense with the reading of the minutes of the 
Post Convention Board meeting in May, inasmuch as they 
had been approved by the special committee and printed in 
the July JOURNAL. 

The Treasurer’s report showed the following balances: 
Special Fund $8,751.04, General Fund $6,232.44, Memorial 
Fund $607.66, and Library Fund $82.10, a total of $15,- 
673.24. Her detailed report is on file. 

With the general approval of the Board, the President 
appointed the following special committees: 

Reference Committee to serve for this session only—Mrs. 
A. B. Pumphrey, Fort Worth; Mrs. Charles McGehee, San 
Antonio; Mrs. A. H. Neighbors, Austin. 

Committee to Approve the Minutes of this meeting—NMrs. 
O. W. Robinson, Paris; Mrs. Guy E. Knolle, Houston; Mrs. 
Charles H. Cornwell, Marlin. 

All officers were present and gave fine, challenging re- 
ports of accomplishments and further plans for the year. 

With the First Vice-President, Mrs. Joseph M. McCracken, 
Jr., Dallas, in the chair, the President gave her report, which 
told of her attending the convention of the A.M.A., where 
she read before the general session of the Auxiliary Mrs. 
Joseph B. Foster’s report of her administration; her attendance 
at various conferences and other council meetings of the 
State Medical ‘Association; her visits with district auxiliaries; 
and the carrying out of other duties and privileges incidental 
to her office. She expressed her joy in serving and her grati- 
tude for the enthusiastic cooperation and help given her. She 
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urged that as the Auxiliary launches out on the greatest pro- 
gram any group of women could have—to serve as an 
auxiliary to the medical profession and to our respective 
communities in the promotion of health in all its phases— 
each member become more informed on the policies and 
objectives of the medical profession and the auxiliary pro- 
gram on the county, district, state, and national levels. She 
stressed the importance of giving a worthy leadership to the 
approximately 4,000 Auxiliary members who are depending 
on the Executive Board and also of serving well in the com- 
munities in which we live as doctors’ wives and as American 
citizens. She reminded that the theme for this year is: “She 
who dares to lead must never cease to learn.” 


The eight council women and eighteen county presidents. 


present gave stimulating resumés of their work and plans. 
All detailed reports which were handed in are attached to 
and made a part of the permanent minutes. 

Upon motion of Mrs. O. M. Marchnaan, Dallas, the Cor- 
responding Secretary was instructed to write notes to two 
committee members who were ill, Mrs. J. H. Wootters, Hous- 
ton, and Mrs. J. B. Copeland, San Antonio. 

There being no objection, the appointment of Mrs. G. V. 
Brindley, Temple, to fill the vacancy on the Nominating 
Committee was approved by general consent. 

Mrs. S. E. Thompson, Kerrville, suggested that a part of 
the funds given to the Auxiliary by the State Medical Associa- 
tion be returned to the Association for use in erecting a new 
central office and library building. After discussion, by gen- 
eral consent, this suggestion was referred to the Reference 
Committee for recommendation. 

With enthusiastic unanimity the following resolutions, 
presented by the Resolutions chairman, Mrs.- P. R. Denman, 
Houston, were adopted: “That a rising vote of thanks be 
given the Auxiliary to the Travis County Medical Society as 
an expression of appreciation for the delightful hospitality 
of the morning coffee at the lovely new Country Club, 
which honored our beloved State President, Mrs. William M. 
Gambrell; also, that this rising vote of thanks convey to our 
President our sincere delight in her gracious charm as our 
hostess throughout the day for the many delightful courtesies 
shown the Board, climaxing the perfect day with the de- 
licious dinner at which a program of information proved a 
challenge to the entire group of members and guests.” 

Mrs. George Turner, El Paso, suggested that the Board 
take under advisement a donation to the Southern Medical 
Auxiliary to be used for its major projects. There being no 
objection, the matter was referred to the Reference Com- 
mittee. 

The Registration chairman, Mrs. A. H. Neighbors, Austin, 
reported the attendance at this meeting as follows: officers 
11, committee chairmen 14, council women 8, county presi- 
dents 18, representatives of county presidents 3, committee 
members 13, total 67. 

Mrs. A. B. Pumphrey, Fort Worth, reporting for the 
Reference Committee, moved the adoption of the first recom- 
mendation of the committee, that $25 be given to the 
Southern Medical Auxiliary for this current year. The mo- 
tion was seconded by Mrs. P. R. Denman, Houston,- and 
carried. 

Mrs. Pumphrey moved the adoption of the second recom- 
mendation of the Reference Committee, that because of 
changing conditions, the Board defer action on a refund of 
money from the Special Fund from the State Medical Associa- 
tion; that the Board suggest that the money be used for the 
adequate operation of the Auxiliary by its officers as sug- 
gested by the State Medical Association; and that the ex- 
penses incurred by the President and President-Elect at the 
Fall Conference in Chicago be paid from this fund. The 
motion was seconded by Mrs. E. H. Marek, Yoakum, and 
carried. 
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In closing, the President reminded each one present of 
the individual member’s responsibility for the work of the 
Auxiliary. She expressed her happiness in having so many 
accept her invitation to dinner and extended a cordial invita- 
tion to others who might now be able to attend. 

There being no further business, the meeting was ad- 
journed at 5:15 p. m. 

Mrs. E. W. COYLE, San Antonio, 
Recording Secretary. 


ENTERTAINMENT OF EXECUTIVE BOARD 


Members of the Executive Board of the Auxiliary to the 
State Medical Association and members of State Auxiliary 
Committees who were in Austin for the fall meeting of the 
Board were guests of the Auxiliary to the Travis County 
Medical Society at a coffee at the Austin Country Club from 
10 to 11:30 a. m. September 16. Mrs. William M. Gambrell, 
Austin, President of the State Auxiliary, was the honoree. 
Mrs. Thomas J. McElhenney, Austin, was in charge of ar- 
rangements. 

Members of the Auxiliary to the State Medical Association 
who attended the Executive Board meeting, members of the 
Travis County Medical Society and Auxiliary, and other 
friends were dinner guests of Dr. and Mrs. Gambrell at the 
Commodore Perry Hotel at 7 p. m. Vocal selections by Mr. 
and Mrs. Malcolm R. Gregory, accompanied by Mrs. John 
S. Rudd, all of Austin, were enjoyed. Guest speaker was 
Dr. Everett C. Fox, Dallas, chairman of the Council on 
Medical Economics of the State Medical Association, who 
spoke in place of the Hon. Martin Dies, Lufkin, who was 
ill. The subject of his challenging message was “The Socialist 
Menace to America.’—Mrs. E. W. Coyle, San Antonio, 
Recording Secretary. 


AUXILIARY NEWS 


: Cass-Marion Counties Auxiliary 

Physicians of Atlanta and their wives were hosts for the 
September 13 buffet supper and meeting in Atlanta of the 
Cass-Marion Counties Medical Society and Auxiliary attended 
by twenty-eight persons. Dr. H. L. D. Jenkins, Hughes 
Springs, presided at a short business meeting at which Dr. 
Raymond P. Hughes, Texarkana dermatologist, spoke. 

The auxiliary held a separate business meeting in the 
home of Mrs. Ernest Grumbles, at which Mrs. W. S. Terry, 
president, presided. It was reported that the nursing film 
“Girls in White” was shown to high school girls at Atlanta, 
Hughes Springs, and Jefferson. Any girl from Cass or Marion 
Counties who is interested in nursing as a profession and 
who wishes a student loan may apply to the auxiliary for 
further information. 

The auxiliary will place Today’s Health in the elementary 
and junior and #enior high schools of Atlanta, Linden, 
Hughes Springs, and Jefferson—Mrs. Ernest Grumbles, Cor- 
responding Secretary. 


Hale-Floyd-Briscoe-Swisher Counties Auxiliary 

Members of Hale-Floyd-Briscoe-Swisher Counties Auxiliary 
held a luncheon and business meeting September 12 in 
Plainview. It was decided to place copies of Today’s Health 
in the local library and the waiting rooms of the Plainview 
Foundation Clinic and Hospital. Members were urged to give 
the magazines as gifts. 

A nominating committee was appointed to prepare a list 
of officers for next year. Members were urged to see that 
their families had complete physical examinations in the near 
future. Members who were present signed a greeting card to 
be sent to Mrs. L. C. Smith, a member who has a new 
daughter—Mrs. M. C. Schlecte. 
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Dr. John Elmer Killian, Milford, Texas, died at his home 
June 21, 1950, of cerebral thrombosis. 

Dr. Killian was born February 15, 1879, in Somerville, 
Ga., the son of Dr. William and Sallie Killian. His early 
schooling was acquired in the Texas public schools, Austin 
Military School, Austin, and the University of Texas, Austin. 
In June, 1905, Dr. Killian was graduated from the North- 
western University Medical School, Chicago. He practiced 
in Maysfield, Centerville, and Mertens before moving in 
1913 to Milford, where he practiced until his death. 

Throughout most of his professional life in Texas Dr. 
Killian was a member of the State Medical Association and 


Dr. JOHN E. KILLIAN 


the American Medical Association through Ellis County 
Medical Society. He served the society as president in 1935 
and 1945. He was formerly president of the Doctors’ Lunch- 
eon Club. Physician for the Presbyterian School for Girls 
at Milford, he taught civil government and physiology at 
that institution. Dr. Killian was a member of the Methodist 
Church, Masonic Lodge, and the Benevolent and Protective 
Order of Elks. He was president of the First National Bank. 
During World War II he headed the local Red Cross Drive. 

In Kansas City on November 21, 1905, Dr. Killian mar- 
ried Miss Nellie May Vories, who survives, as do a brother, 
W. W. Killian, D.D.S., Mineral Wells, and five sisters, Mrs. 
James Phillips, Mrs. William McElroy, and Miss Anna Kil- 
lian, Houston; Mrs. James Dalton, Paducah, Texas; and Mrs. 
Eugene Severns, Buda. 


H. R. GADDY, SR. 


Dr. Howell Robert Gaddy, Sr., Georgetown, Texas, died 
August 7, 1950, from generalized arteriosclerosis. 

Dr. Gaddy was born February 14, 1875, in Monroe, N. C., 
the son of P. W. and Julia (Austin) Gaddy. When he was 
young his parents moved to Eldorado, Ark.; he obtained his 


early education in the Sulphur Rock public school and the 
University of Arkansas, Fayetteville, from which he was grad- 
uated with the degree of bachelor of chemistry in 1904. Dr. 
Gaddy received his medical degree in 1910 from the Univer- 
sity of Louisville Medical Department, Louisville, Ky. He 
began his practice in De Kalb, Texas, and practiced for short 
periods in Goolsboro, College Hill, Dalby Springs, and Bel- 
ton. From 1911 to 1923 he was located in Copperas Cove, 
then in Lampasas, where he practiced until he retired in 
1947 and moved to Georgetown. 

Throughout mose of his medical career Dr. Gaddy was a 
member of the State Medical Association and the American 
Medical Association successively through Bowie County, Bell 
County, and Lampasas-Burnet-Llano Counties Medical Sc 
cieties. He was a member of the Masonic Order and a Shriner. 

In 1904 in De Kalb Dr. Gaddy married Miss Dora Edith 
Rollins, who survives. Also surviving are a son, Dr. H. R. 


Gaddy, Jr., Georgetown, and a brother, P. W. Gaddy, El 
Dorado, Ark. 


J. W. HALE 


Dr. James Wyatt Hale, Waco, Texas, died from arterio- 
sclerotic heart disease in Waco on June 14, 1950, one week 
after the death June 7 of his wife, the former Miss Grace 
Carey, whom he married February 21, 1893, in Freeport, Ill. 

Born April 1, 1864, in Pleasant Mound, Tenn., Dr. Hale 
was the son of Benjamin Wyatt and Eliza Ann (Harris) 
Hale. Receiving his early education in the Poplar Grove 
School, a one-room log cabin near Clarksville, Tenn., he was 
graduated from the University of Tennessee Medical Depart- 
ment, Nashville, in 1890. He served an internship at Nash- 
ville General Hospital from 1890 to 1891 and at the 
Woman’s Hospital, New York, from 1891 to 1892. He re- 
turned for one year to Nashville, where he was an assistant 
demonstrator in anatomy and demonstrator in surgery at 
the University of Tennessee. In 1893 Dr. Hale moved to 
Waco, where he began his long practice, specializing in 
surgery and radiology. and not retiring until 1941. He was 
influential in the establishment in 1903 of Providence Hos- 
pital, Waco, and performed the first major surgical opera- 
tion in that institution. After the first World War, in which 
he was a captain in the Army Medical Corps, Dr. Hale 
limited his practice to radiology. With equipment which he 
assembled with the late Dr. R. S. Hyer, who was then pro- 
fessor of physics at Southwestern University, Georgetown, 
Dr. Hale, on April 10, 1897, made the first known roent- 
genogram in Texas. 

A member of the State Medical Association and the Amer- 
ican Medical Association through McLennan County Medical 
Society and the Twelfth District Medical Society, Dr. Hale 
was elected to honorary membership in the State Medical 
Association in 1943 and served as chairman of the Section 
on Obstetrics and Gynecology in 1909. He was a fellow of 
the American College of Surgeons and a charter member 
of the Texas Surgical Society. He served formerly as presi- 
dent of the Springlake Country Club and of Huaco Club; 
he was a Mason and member of the Philosophers Club. 

Dr. Hale is survived by six nephews, J. L. Coke, Dimmitt; 
W. P. Coke, Cleburne; S. M. Coke, Yakima, Wash.; J. M. 
Coke, Dublin; Julian Bumpus, Clarksville, Tenn.; and Clay- 
ton Bumpus, Louisville, and three nieces, Mrs. Jewell Gossett, 
Dimmitt; Mrs. E. T. Atkins, Clarksville; and Mrs. Annie 
Butler, Miami, Fla. 
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